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ARCHIVES OF OTOLOGY. 


REPORT OF A CASE OF TEMPORO-SPHENOIDAL 
ABSCESS, WITH STREPTOCOCCUS INFECTION. 
OPERATION AND RECOVERY.’ 


By FRANKLIN M. STEPHENS, M.D., 


ASSISTANT AURAL SURGEON, NEW YORK EYE AND EAR INFIRMARY. 


N October 1, 1901, or more than three years ago, the 
case was admitted to the New York Eye and Ear 
Infirmary in the service of my chief, Dr. Gorham Bacon. 
Three days later I operated upon him for mastoiditis, and 
twenty days thereafter for temporo-sphenoidal abscess. 


The patient, Isador U——, age twenty years, Roumanian by 
birth, and by occupation a purse maker, came to the clinic, and 
after examination was sent to the ward, where the following 
family and personal history was elicited: 

Father and mother living. Father aged fifty-one, and mother 
forty-one. One sister living in Europe, and in good health so far 
as known. Three children of the family, all sisters, died in in- 
fancy: one twelve days after birth, one two days, and the other 
lived less than twenty-four hours. These three births were all 
premature—about eight months—and, other than the imperfect 
development of that stage of gestation, appeared healthy. The 
living sister is the eldest child, and the patient himself the fourth 
of the children. The father and mother have always been 
healthy. 

The patient had always been well, with the exception of 
slight ailments, the exact nature of which could not be obtained, 
and an attack of the measles when thirteen years old. Never 
had any ear trouble until thirteen days prior to admission, when 
he began to have pain in the right ear. It came onin connection 
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with a severe head cold, and the pain was continuous. Worse at 
night than during the day, and of such severity as to prevent his 
getting much sleep. Some headache and tinnitus, and at times 
slight vertigo. There was no discharge from the ear. 

Examination.—Canal clean and wide, so that a view of tympanic 
membrane was easily obtained. The drum was red and bulging, 
especially in Schrapnel’s membrane, and most marked in anterior 
superior quadrant. 

There was a general diffuse tenderness on pressure over the 
entire mastoid process. Not much more marked, if any, over 
antrum and tip than on other portions of the surface. The 
temperature was 100°; pulse go; respirations 20. No history 
of a chill. Tongue heavily coated. Breath fetid and bowels 
constipated. 

Treatment.— The patient was put to bed. The drum was 
freely incised under nitrous-oxide anesthesia, and a few drops of 
creamy pus came away, the bacteriological examination of which 
showed an abundance of streptococci in long chains. The ice- 
coil was applied, and kept on for thirty-six hours, and the ear 
irrigated with a warm 1:5000 bichloride-of-mercury solution 
every three hours. 

Oct. 4th.—Patient complains of persistent frontal headache. 
Tongue is still heavily coated. Mastoid tenderness if anything 
more marked than when first seen. No discharge from the 
canal, the incision in the drum, which was still bulging, having 
closed. Temperature 99.4°; pulse 80; respirations 20. Ow- 
ing to a continuance of the symptoms, and the bacteriological 
examination having shown streptococcus infection, the mastoid 
operation was determined upon. 

Operation—The usual curvilinear incision was made from the 
tip to a point three quarters of an inch above the posterior root 
of the zygoma. At right angles to the middle of this, and ex- 
tending backward for one inch, another incision was made. The 
flaps were then retracted, exposing a well developed and broad 
mastoid process, a large area of which in the central portion 
was of a dark bluish color. The cortex was now chiselled 
away, revealing the fact that the process was of the pneumatic 
variety. The bone was very much congested, and the bleeding 
more profuse and uncontrollable than in any mastoid I have ever 
operated upon. The bone seemed to be softened, and the cells 
apparently filled with granulations. No demonstrable pus was, 
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however, seen. The entire cell structure was obliterated, and the 
tip taken away. The sigmoid sinus was not exposed. A small 
area of the dura over the antrum was uncovered, but owing to 
the persistent hemorrhage it was not possible to determine much 
as to its condition, but it was apparently healthy, and I had 
seemingly operated through a mistaken diagnosis. The wound 
was now flushed with alcohol, packed and dressed in the usual 
way. Time of operation forty minutes. 

The course of the case from October 4th, the date of the 
operation was uneventful, except that on the 8th the temperature 
went up to 102.4°. It then receded slowly to normal, and 
again on the 13th it went back to the same elevation, and again 
slowly came down to normal, Granulations sprang up rapidly 
and were perfectly healthy. The wound was free from pus. 
The patient complained from time to time of pain in the wound 
and almost continuous frontal headache. The heavy coating of 
the tongue continued, as did the fetor of the breath, which I 
sometimes think is almost characteristic of a streptococcus infec- 
tion. His appetite was poor, bowels constipated, and were 
moved only when given calomel followed by a saline. On Oc- 
tober 16th, at 6 a.m., the pulse dropped to 60. At g A.M. it was 
70. Up to that time it had been ranging from 70 to go. It con- 
tinued at 70 and above until the rgth, when again at 6 in the 
morning it dropped to 60, At 3 in the afternoon it was 82. On 
2oth, 21st, 22d, and 23d, it was frequently down to 60 per minute, 
and the maximum was 70. The temperature from the zoth to 
the 24th did not go above 99°, and respirations were 18 and 20. 
On the 21st, it was noted that he ceased to complain of anything 
and was inclined to sleep a great deal. On the 22d he was even 
more drowsy, but when aroused took his nourishment, and cere- 
bration was clear. Answered questions properly, but seemed 
desirous of passing off to sleep again. On the morning of the 
23d, after a continuous night of heavy sleep, he had an attack of 
projectile vomiting. Three times during that day the pulse went 
down to 60 per minute When left alone, the patient slept con- 
tinuously. When aroused, took his nourishment and properly 
answered questions, although cerebration was then noted to be 
slow. 

Examination of eye-grounds on that date revealed the fact 
that he had double choked disk, more marked on the left than 
the right side. October 24th: Again had an attack of projectile 
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vomiting and was more stupid than the day before. The optic 
neuritis had increased. Temperature normal. Pulse varied 
from 60 to 68 per minute. Respirations 18. Bowels constipated. 

At this time Dr. Bacon saw the patient with me, and we de- 
cided that operation was imperative. He was then taken to the 
operating-room and placed under ether anesthesia, but little 
ether, however, being required. The wound of previous mastoid 
operation was opened and all of the new-formed granulation tis- 
sue quickly swept away. The former posterior incision was 
lengthened about one inch. The original curvilinear incision 
was carried upward and then forward to the region of the tem- 
poral artery. The flaps were now retracted, and the periosteum 
rolled back, making a free exposure in the region of the temporal 
ridge and the squamous portion of the temporal bone. The 
posterior bony canal wall was now taken away with rongeurs, the 
tympanic ring cut through, and the primary mastoid operation 
converted into a radical one. The tympanum was now curetted 
free of the ossicles and its granular contents. The exposed 
small area of dura over antrum of former operation was enlarged 
by removing the remainder of the tegmen antri, cutting down the 
auditory plate, and removing the tegmen tympani and a portion 
of the squamous portion of the temporal bone above, exposing in 
all an area of dura about the size of a half dollar. It was then ob- 
served that the dura was covered with granulations where the teg- 
men tympani had been taken down. The inflamed area was about 
the size of a dime, and the dura surrounding this area was to all 
appearances perfectly normal. The wound was now flushed with 
95 per cent. alcohol and carefully dried. A freshly sterilized bis- 
toury was next introduced through the inflamed area of dura into 
the temporo-sphenoidal lobe, and the incision carried directly 
upward for three quarters of an inch. On the withdrawal of the 
bistoury a small amount of pus flowed out. The incision in the 
dura was now lengthened to a full inch, a closed forcep was 
next introduced and the blades separated, which resulted in a 
free flow of thick, creamy, odorless pus. Gentle pressure was 
now made over the exposed brain area, and by that means the 
entire contents of the abscess cavity was evacuated. The quan- 
tity of pus removed was estimated to be at least three ounces. 
The distance from the dura to the inner wall of the cavity was 
about two inches, so that the pus must have been in close prox- 
imity to the lateral ventricle. A culture of the pus was made, 
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and streptococci only and in great abundance found. After 
evacuation of all of the pus a light wick of iodoform gauze was 
introduced into the abscess cavity, the remainder of the wound 
packed with iodoform gauze, and the usual external dressing ap- 
plied. The patient was now returned to the ward and was in 
excellent condition. Time of operation fifty-five minutes. For 
twenty-four hours after the operation the patient was restless, 
slept but little, and complained of a great deal of pain in his 
head and in the wound region. The entire dressing having be- 
come saturated with blood and serum, the outer portion of it 
was changed. Temperature 100°; pulse 80; respirations 20. 
That was at 12 o’clock the next day, and the temperature then 
recorded, of 100.8°, was the maximum following the brain opera- 
tion. It never again reached 100°. 

October 27th —The entire dressing was removed including 
the packing within the abscess cavity. At this dressing there 
was a considerable quantity of pus. By the use of Dr. Frederick 
Whiting’s encephaloscope and the light from a head mirror, 
the outlines of the cavity could be easily seen, and all of the pus 
clinging to its walls was carefully wiped away, and the wick of 
iodoform gauze again introduced. The external dressing was 
then applied, and the patient was comfortable. Maximum tem- 
perature for the third day was 99.8°; minimum, 99°. Pulse 80; 
respirations 20. Mind perfectly clear. Took nourishment regu- 
larly and seemed to enjoy it. The wound was dressed again on 
October 29th and 3oth, November 2d, 5th, 7th, gth, and 12th. 
On November 12th it was noted when the dressing was taken 
down that the newly formed tissue in the cavity had pushed 
out the gauze wick, and it was lying in the tympanic cavity un- 
derneath the other dressing. As there was but little pus in the 
wound, the fact that the gauze had been pushed out was taken as 
an indication that the cavity was filled with new-formed healthy 
tissue and that it might be meddlesome interference with nature 
to force packing in again. So from that time on, or eighteen 
days from the date of operation, no further attention was paid 
to the brain portion of the wound, further than to carefully in- 
spect it at each subsequent dressing. And from that time on 
the wound was treated the same as after any other radical opera- 
tion. The course of the case from November r2th on to com- 
plete and perfect recovery was uneventful. The temperature, 
pulse, and respiration continued to be normal, or nearly so, and 
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the patient was discharged from the Infirmary absolutely well 
mentally, and physically, on December 5th, or two months and 
five days from date of admission. 

_ I kept track of him for two years thereafter, and he continued 
in perfect health and complained of only one symptom, which, 
for want of a better name, I will call night-blindness. He stated 
that along toward evening he could not see to do his work well. 
I referred him to Dr. John Richards, who was then House 
Surgeon at the Infirmary, with the request that he make a care- 
ful study of the ocular condition, and thinking that the study 
would be an interesting one following a former known condition of 
choked disks. Unfortunately his notes were lost, and I do not 
know his conclusions further than that there were defective color 
sense and fields of vision. At a later period Dr. Alexander 
Duane saw the case, and I think refracted him. I saw the pa- 
tient about two weeks ago, and am greatly disappointed not to 
have him here this evening. I toak his address at the time, but 
there was some mistake, and I am unable for the present to pro- 
duce the man. He is perfectly well. He visited Europe during 
the past year, and has learned to both speak and write the Eng- 
lish language since the operation, Whether or not the eye 
symptoms referred to still exist I do not know. 


In Conclusion.—I have to say, Ist, that which you all know, 
viz: That any abscess of the cerebrum or cerebellum is 
difficult to diagnose and hard to locate. 

2d. That I found Doctor Frederick Whiting’s encephalo- 
scope in the treatment of the case of inestimable value. 

3d. That neither at the time of operation nor at any 
subsequent period was there one drop of irrigating fluid of 
any kind introduced into the abscess cavity. 

4th. As regards the use of the ice coil when the patient 
was first admitted to the Infirmary (that was three years ago), 
I would not now advise it, as I doubt if it ever does good 
in a case of streptococcus infection, and it may do harm in 
the way of masking symptoms. 

5th. My theory in regard to the non-infection of the mas- 
toid cells is that when the process first began in the tympanic 
cavity the muco-periosteal lining of the aditus became 
swollen and walled off the pus, and that it then passed 
upward through the tegmen tympani. 





TWO CASES OF TEMPORO-SPHENOIDAL AB- 
SCESS. OPERATION, RECOVERY.’ 


By ROBERT LEWIS, Jr., M.D. 


Case 1.—R. C. was admitted to the New York Eye and Ear 
Infirmary on the 23d of January, 1901, and from her and her 
friends the following history was obtained. Since her childhood 
she has had an almost constant purulent discharge from the left 
ear. Ten months previous to my seeing her, during the cessa- 
tion of the discharge, she complained of pain in the ear. An ice- 
coil was applied by her physician, and the pain subsided, with a 
return of the otorrhcea. The present attack began ten days pre- 
vious to her application at the Infirmary with a “cold.” The 
next day, she had some earache and tinnitus, headache on the 
side of the head affected, no dizziness, no vomiting, and the dis- 
charge stopped. Patient kept growing worse, and three days 
later complained of chilly sensations and of pain in her back. 
A diagnosis of the “ grippe’”’ was made. 

On the fifth day the patient had a severe chill, which lasted 
twenty minutes, her teeth chattered, and she shook convulsively ; 
temperature rose to 104° F., but was not followed by per- 
spiration. 

She had violent headache on the left side, the pain extending 
to the neck ; however, the mobility of the neck was normal. 
Some vomiting (not projectile). 

On the sixth day, 1 p. M., the patient had a chill lasting eight 
minutes, followed by a rise of temperature, and sweating, with 
much exhaustion; a second chill at 7 p. M., which lasted twenty 
minutes. 
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Two days later, she had another severe chill lasting twenty 
minutes, followed by fever and sweating, muttering delirium, and 
a tendency to drowsiness. 

Fanuary 22d, the day before her admission to the hospital, 
a slight left facial paralysis was noticed; no chill on this day, 
but the patient was very weak. Amnesic aphasia appeared on 
this day. Drowsiness more marked. Answered questions ration- 
ally but very slowly. Noconvulsions at any time, and no slow- 
ing of the pulse. She used the word “fan” indiscriminately, 
calling her physician Dr. ‘* Fan,” her coat “‘ fan,” e¢ cetera. 

On admission, the physical examination showed mastoid to be 
slightly tender over the antrum, the tip, and the emissary vein; 
no cedema over the mastoid; a profuse and foul discharge from 
the auditory canal; a furuncle upon the posterior cartilaginous 
wall; no tenderness in the neck; no ocular paralysis; a slight 
general anesthesia, though no difference between the two sides; 
knee-jerk normal; T., 1034° F.; P., 108; R., 24. 

Diagnosis: Mastoiditis ; Cerebral Abscess. She was prepared 
for operation. 

Operation: The usual curvilinear incision was carried forward 
so as to expose the entire squamous plate of the temporal bone, 
a third incision was carried from the curvilinear incision at the 
top of its curve, upwards and backwards. 

The mastoid cortex was normal in appearance and of an ivory- 
like hardness; on opening the antrum a foul-smelling discharge 
appeared. The antrum was very large and filled with cholestea- 
tomatous material. Bone necrosis extended downwards to the 
tip and backwards, so as to include the sinus wall; the sinus was 
exposed for about an inch, and was covered with a foul-smelling 
pus and with granulations. 

The pus kept oozing out of the vicinity of the antrum, and on 
exploring with a probe it passed through the tegmen tympani and 
entered the cranial cavity some distance. On its removal a 
tablespoonful of thin, foul-smelling pus flowed out. The pos- 
terior and upper canal-wall was removed and the tympanic 
cavity was cleaned out. 

Then the whole of the squamous portion of the temporal bone 
and some of the anterior inferior angle of the parietal bone were 
removed. 

The exposed dura was blackish in spots and everywhere 
covered with lymph and bathed in pus, This extradural abscess 





Lemporo-Sphenotdal Abscess. 9 


was situated fairly far forward and covered over the temporo- 
sphenoidal lobe. The brain pressure was plus over the tem- 
poro-sphenoidal lobe. 

The scalpel was passed directly into the brain at this point and 
the incision carried upward and forward about three quarters of 
an inch. Pus and disintegrated brain material escaped. The 
size of the cavity was about that of a very large walnut, and ‘was 
lined with a membrane. 

The cavity was not irrigated but cleansed with pledgets of 
gauze. Sterile gauze packing used. The posterior incision as 
well as the third incision was closed with sutures. Firm pressure 
by means of the dressings and bandages was applied. The ex- 
tradural abscess was walled off by adhesive inflammation from 
the healthy dura. 

The operation was followed by little or no shock to the patient. 
The temperature following the operation was 9874;° F.; pulse, 
100, good and strong. During convalescence the temperature 
never went above 100° F., and never below 98° F. During the 
week following, the patient was restless, at times noisy, and had 
retention of urine. 

The facial paralysis was hardly discernible on the third 
day following the operation. The aphasia not so marked, but 
the patient complained of much headache; when the wound was 
dressed no irrigation was used, but the cavity wiped out with 
cotton pledgets soaked in weak bichloride solutions, and the 
wound packed with sterile gauze. 

The wound was dressed every other day. 

A month after the operation, the aphasia had entirely disap- 
peared. 

During the sixth week a small abscess developed in the an- 
terior extremity of the wound. The patient was etherized and 
an incision made over the point of fluctuation, and a discharge 
of pus followed, and, on probing, a small point of necrosed bone 
was found. This was removed with the rongeur and curette. 

The patient was discharged from the hospital at the end of two 
months. By the tenth week, epidermization of the tympanic 
cavity had taken place; the external wound had healed some 
time previously. 

CasE 2.—C. M. came into my service in the New York Eye 
and Ear Infirmary in June, 1902. The aural history was one of 
long-continued otorrhcea. Shortly before admission she com- 
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plained of pain in the right ear; of tenderness over the mastoid 
process, and of a very excruciating headache, localized above 
and in front of the auricle. The usual radical mastoid operation 
was performed. The middle fossa was opened, and on exposure 
the dura mater over the anterior portion of the temporo-sphe- 
noidal lobe was found to be very tense and injected. The dura 
mater was incised, and about three ounces of very foul-smelling 
pus flowed out. The patient did very well, and after about ten 
days wished to go home and take care of her infant of a few 
months. At the end of two weeks, as her progress towards re- 
covery was rapid and she was noisy in her entreaties to be 
allowed to go home, consent was given with reluctance. She 
came to the clinic to be dressed during the following week, but as 
she failed to appear after that, asearch was made for her at her 
home, where she was found in bed with a high temperature and 
in a semi-comatose condition; the dressings were disarranged and 
soiled; the temperature was 106° F. She was conveyed to the 
Infirmary as quickly as possible. Her condition was precarious. 
She was carried in on a stretcher and to the operating-room. The 
wound in the dura mater, which had completely closed, was re- 
opened, and from it pus spurted out a distance of two feet. The 
cavity was found to be very large and dumb-bell in shape, and 
extended well up into the frontal lobe. It is likely that originally 
there were two abscesses, and that at the first operation the more 
superficial one only was evacuated. During the interval between 
the two operations, the second and more deeply situated abscess 
increased in size, and then ruptured into the cavity of the more 
superficial abscess, which in the meantime had closed because of 
the removal of the dressings. After the second operation the 
patient improved rapidly, and is now robust and strong. 





THREE CASES OF LATERAL SINUS THROM.- 
BOSIS.’ 


By ROBERT LEWIS, Jr., M.D. 


CasE 1.—Boy ; had suffered from a scanty, foul-smelling dis- 
charge from the right ear for three years. He never had had 
any medical treatment for the diseased ear. Eleven days before 
presenting himself he had complained of a nervous shaking, not 
a distinct chill, followed by severe pain in the head, and he had 
vomited five or six times. No dizziness. The patient was 
operated upon that same day. 

Operation.—The incision through the skin over the mastoid 
process gave vent to the contents of a small subperiosteal abscess. 
Pus was also seen to be oozing from the bone itself, but no recog- 
nizable perforation was found. On removing the cortex considera- 
ble bleeding took place from the sigmoid sinus, the outer bony 
wall of which had in part been destroyed by necrosis. Possibly 
this bleeding may have been due to the tearing of abnormally 
firm adhesions which had formed between the sinus and its over- 
lying bony roof. The latter was removed for a distance of 4 or 
scm back from the knee, thus rendering it easy to control the 
hemorrhage. The surrounding bone was also removed as far 
down as the bulb. The sinus, which was then opened, was 
found to contain a greenish mass; its inner wall was necrotic 
and discolored ; and the adjacent cerebellum bulged and seemed 
to be soft. It was punctured a number of times and a free flow 
of serum was thus obtained. Smears from these punctures were 
examined microscopically with a negative result. The radical 
operation was then performed and a large cholesteatomatous 
mass was removed from the antrum and tympanic cavity. The 
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sinus clot was removed and a free flow of blood obtained from 
the upper end; no flow, however, took place from the lower 
end. The mastoid wound was packed, and immediately after- 
ward the operation for the resection of the jugular vein was 
performed. The boy made an uneventful recovery, with the 
exception of a slight opening behind the auricle which has been 
closed by a plastic operation. The tympanic cavity is dry. 

Bacteriological Report.—Mixed infection in the mastoid cells ; 
staphylococci in the walls of the jugular vein. 


CasE 2.—S. F., aged twenty-one, was admitted to my service in 
the New York Eye and Ear Infirmary, June 3, 1904. The history 
of the illness was briefly as follows: On March 4, 1904, he was 
seized with pain in the right ear, followed by rupture of the 
membrana tympani and discharge. Two days later he was ad- 
mitted to the service of one of my confréres. March r1th, there 
was found tenderness on pressure over the mastoid tip, the mem- 
brana tympani swollen and congested but with fair-sized perfora- 
tion. Drainage was further improved by enlarging the opening. 
The ice-coil was applied and irrigation used. On March 16th, 
the discharge was very profuse, and thick, and greenish in color, 
the membrana tympani markedly swollen and bulging, so a 
second paracentesis was made. March 18th, condition was 
better. March zoth, slight tenderness over tip. March 26th, 
condition unimproved, so a third paracentesis was made. March 
29th, the mastoid process was explored. A cortical perforation 
leading down to an exposed sinus was found. The sinus was 
exposed from knee downward to the jugular bulb. The sinus 
was covered with granulations ; necrosis was very marked. The 
emissary vein was wounded. 

The patient was discharged from the hospital on April 6th. 
Up to the third of June the patient had apparently been 
making a good recovery, but because of a return of the pain in 
the ear, and a temperature of 104° F., was readmitted to the 

* hospital. 

Physical examination showed the mastoid wound to be closed 
with the exception of a small sinus ; no dead bone was to be 
found on the exploration of this sinus. External auditory canal 
contained a small amount of purulent secretion ; no sagging of 
its walls. The membrana tympani was congested and bulging ; 
other organs normal. On June 4th, the temperature was 10575;° 








Sinus Thrombosis. 13 


F., pulse 116, respiration 24. In Doctor Lewis’s absence an ex- 
ploratory operation was performed by Dr. John D. Richards. 
A little necrosed bone was found in the aditus ad antrum; the 
sinus was exposed and incised ; the bleeding occurred from the 
upper end but none from below until the incision was extended 
well down toward the bulb and pressure made on the neck; this 
brought about a more free flow of blood. The patient’s con- 
dition was such that it was thought best to desist from further 
operative interference. As the temperature remained high, 
he, 48 hours later, ligated and resected the internal jugular 
vein. The bacteriological report was: wall of vessel infected by 
streptococcus. On June gth, a suspicious swollen and cedema- 
tous condition of the face, with a continuous high tempera- 
ture, led us to transfer the patient to Bellevue Hospital for 
erysipelas. He remained there until June 22d when he was 
readmitted to ourservice. The wound in the neck had failed to 
unite primarily, but was clean and covered with healthy granula- 
tions. June 23d, a pneumonia was found to be present, and on 
the ninth of July an abscess was opened in the left gluteal re- 
gion. He improved very slowly after this and was continually 
asking to be allowed to go home. On July 22d, 45 days after 
the ligation and the resection of the internal jugular, he left the 


hospital against my wish and advice. The wounds were all doing 
very well at this date, but the patient still had a daily rise of tem- 
perature to 99745° F. The man was never seen again, but I heard 
that he very shortly went to Philadelphia, and that he died within 


the month. 


CasE 3.—C. M. was admitted to my service in the New York 
Eye and Ear Infirmary, July 7, 1904. The patient, on admission, 
was in a semi-comatose condition, temperature 104.5° F., pulse 
144, respiration 44. 

The physical examination showed the tissues over the mastoid 
to be acutely sensitive to the touch and slightly oedematous ; the 
upper posterior wall of the external auditory canal to be sagging; 
the membrana tympani to be almost destroyed ; a slight amount 
of a thin secretion to be present. The patient was immediately 
prepared for an exploratory mastoidectomy. The surface of the 
mastoid process was found to be darkened ; on opening the mas- 
toid cells the bone was found to be very necrotic. The necrotic 
area involved the inner plate of the mastoid process, and the 
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sinus was exposed. It was found to be yellow in appearance 
and covered with a purulent exudate. 

After the antrum had been curetted, the posterior wall re- 
moved, and the tympanic cavity curetted, the sinus was exposed 
from a point about an inch back of the knee downward to the 
jugular bulb. The sinus was incised amd curetted ; a free hem- 
orrhage occurred from the torcular end but none from the jugu- 
lar end of the sinus. The mastoid wound was packed, the neck 
laid bare, and the internal jugular vein was exposed from the 
subclavian vein to within a short distance of the jugular bulb, 
ligated, and resected. The vein was collapsed in its entirety, the 
walls thickened, and yellow in color. The patient was in col- 
lapse, notwithstanding hypodermatic stimulation of strychnine, 
etc., SO an intravenous injection of a normal saline solution was 
given. 

The septic thrombus extended into the subclavian vein to an 
indeterminable extent. He did not dare to proceed farther as 
the patient was in extremis. After the operation, the temperature 
gradually fell until at six o’clock the following morning it was 
983° F., then it rose rapidly to 103° F. by ten o’clock, then to 
1044° F. by 4P.M. The patient died at 4.15 P. M. in a cyanotic 
condition. 

Bacteriological Examination.—Both inner and outer walls of 
sinus contain enormous numbers of mixed micro-organisms. 


Particular interest in these cases lay in the involvement 
of the subclavian vein, and, as far as he was able to learn, 
they were considered by surgeons generally as practically 
inoperable. 





THE RADICAL OPERATION IN CHRONIC MID- 
DLE-EAR SUPPURATION-, 


By Dr. EDWARD BRADFORD DENCH, M.D., NEw York. 


HOUGH much has been written within the last eight 
years in regard to the radical operation, it may not 

be out of place to report somewhat in detail my individual 
experience in regard to this procedure. That middle-ear 
suppuration is a disease of great importance, and one that 
demands radical treatment at the hands of the otologist, can 
be easily seen by the numerous statistics which have been 
compiled. In my own city of New York, and in the hospi- 
tal in which I am interested, that is, the New York Eye and 
Ear Infirmary, during the eight years ending September 1, 
1902, 19,323 cases of suppurative otitis media were treated. 
Of these cases, 14,487 were chronic and 4836 were acute. 
According to these statistics, 218 cases suffered from sev- 
ere intracranial complications. It is impossible to deter- 
mine from the statistics, in which cases the intracranial 
involvement followed an acute middle-ear suppuration and 
in which cases it followed a chronic middle-ear suppuration. 
We know, however, that intracranial lesions more frequently 
follow cases of chronic suppuration, and these statistics 
probably prove no exception to the rule. According to 
these statistics, one patient in every 88, who suffered from 
a purulent inflammation within the middle ear, also suffered 
from some severe intracranial lesion. These statistics alone, 
I think, demonstrate the importance of middle-ear suppura- 
tion, and are a sufficient excuse for any report of a series of 





* Read before the International Otological Congress at Bordeaux, August 
I-4, 1904. 
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cases operated upon for the relief of this condition. While 
the simpler procedure of removal of the ossicles and curette- 
ment of the tympanic cavity is all that is required to relieve 
cases of middle-ear suppuration in which the destruction of 
bone is limited to the ossicular chain, and to those parts of 
the tympanum easily reached through the meatus, the larger 
proportion of cases of middle-ear suppuration demand the 
radical operation. 

Of the simple operation of ossiculectomy and curettement, 
I may say that out of ninety-two cases operated upon in this 
manner, fifty-three were cured, twenty-five improved, two 
were unimproved, and in twelve the result was unknown. 

It is not necessary to detail here the various steps of the 
radical operation. In all of the cases reported, the complete 
radical operation was done; by that, I mean that the middle 
ear, mastoid cells, and external auditory canal were thrown 
into one large cavity. In no case, was the simple Stacke 
operation performed. 

/ In order that a radical operation may be successful, four 
points must be borne in mind: 
Ist. The complete removal of the upper wall of the canal, 
so as to thoroughly expose the tympanic vault. 
2d. The removal of the posterior wall of the canal avoid- 
ing the facial nerve, carrying out this step so completely as 
to entirely obliterate the posterior tympanic space—that is, 
that portion of the tympanic cavity which is hidden from 
view by the posterior wall of the external auditory meatus. 
- 3d. The obliteration of the hypotympanic space, by re- 
moval of the inner extremity of the inferior wall of the 
canal, in order to expose freely that part of the middle ear 
which lies below the level of the lower wall of the bony 
meatus. 
- 4th. A thorough curettage of the tympanic orifice of the 
Eustachian tube, to cause a complete closure of this chan- 
nel, and to prevent reinfection of the tympanic cavity from 
this direction. 
It is only by careful attention to these minute details that 
the operator can reasonably hope for success in the large 
majority of cases. While the radical operation, imperfectly 


a 
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performed, probably guards the patient almost absolutely 
from any fatal consequence of middle-ear suppuration, a 
complete cure can only be promised where these four points 
mentioned above are continually borne in mind. 

The period of convalescence is much shortened in these 
cases if, after the bony cavity is formed and a suitable plas- 
tic operation done upon the auricle for enlarging the meatus, 
the entire bony cavity is lined with skin grafts, according 
to the method of Ballance. In sixty-three of the cases re- 
ported the grafting method was followed. Of these, forty- 
three were grafted at the time of the first operation, and in 
twenty a secondary grafting was performed from five to ten 
days after the primary operation. In the other cases, the 
cavity was allowed to heal by cicatrization. , Unfortunately, 
in the cases reported, the exact time of healing is not noted. 
The shortest time in which a cavity has healed, under skin 
grafting, has been three and a half weeks; the longest 
period, about four months. Where the wound was allowed 
to heal by cicatrization, the shortest period of healing has 
been about eight to ten weeks, and the average period much 
longerthanthis. There seems to be no difference in the ulti- 
mate results, whether the cavity is allowed to heal with or 
without the application of grafts; however, as grafting, 
either primarily or secondarily performed, shortens the time 
of cicatrization, it should always be used whenever this 
operation is employed. Whether a przmary or secondary 
grafting shall be performed, may be a matter of choice. 
Personally, I have always inserted the grafts at the time of 
the first operation, except in those cases where hemorrhage 
was so free as to make it impossible to apply the grafts to 
the bony cavity, or in those cases where extensive ex- 
posure, either of the dura in the middle cranial fossa, or 
of the sinus, made it seem unwise to resort to grafting until 
these areas had been covered by healthy granulations. In 
some of these latter cases, a portion of the cavity was cov- 
ered by a skin graft at the time of the primary operation, 
the exposed dura and sinus either being subsequently cov- 
ered by a graft or being allowed to dermatize without 
grafting. These cases will be spoken of later. 
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The results in these operations have been extremely sat- 
isfactory: of ninety-eight cases operated upon, a complete 
cure resulted in seventy-one cases; in sixteen cases there was 
a slight discharge from the ear when the patient was last 
seen, several months after the operation. In five cases only 
could the operation be called a failure—that is, a profuse 
discharge remained after the operation. In two cases death 
followed the operation, one case dying of pneumonia and 
the other of meningitis; in neither case, however, could 
death be directly attributed to the operative procedure. In 
four cases the result of the operation was unknown, the 
patients having disappeared from observation. 

It has been claimed that the operation is not justifiable in 
Many cases, on account of the effect upon the hearing. 
Unfortunately my records are incomplete in regard to the 
hearing after operation in some of the cases operated upon. 
Of ninety-eight cases reported, hearing records have been 
preserved in sixty cases ; of the seventy-one cases cured, the 
hearing was recorded after operation in forty-three. 

It will be seen by consulting the tabulated report, that 
the hearing was excellent in a large proportion of cases; by 
this, I mean that the whispered voice could be heard six feet 
or over; this condition obtained in thirteen cases; in twelve 
cases, the hearing is noted as “improved,” or “ greatly im- 
proved ” after operation. This note is made partly from the 
statement of the patient, and partly from tests. Of the 
cured cases, there is only one instance in which the hearing 
was made worse; in all the other cases, the test of the hearing 
showed a fair amount of audition for an ear which had been 
previously the seat of a suppurative process. In four cases, 
the hearing was unchanged after operation. 

Of the cases in which a slight discharge remained, the 
hearing is recorded in twelve cases; in three cases it was 
seven feet, nine feet, and fifteen feet, respectively, for the 
whispered voice; in two of the cases the hearing, is recorded 
as “improved,” and in the other cases the hearing, varied 
from one foot to five feet for the whispered voice. 

In the five cases where the discharge remained “ profuse,” 
the hearing was made worse in one case, was unchanged in 
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one, and in the other three cases the whispered voice was 
heard at a distance of six feet or over. 

So much for the general results of this series of cases 
reported. Certain observations made during the operation, 
and during the progress of healing, in these cases, may not 
be out of place. 

One of the objections which has been made against the 
general adoption of the radical operation, is the danger to 
life. This, I think, is met by the series of ninety-eight cases 
in which in no instance could death be directly attributed 
to the operation. In the case of the patient where death 
occurred from meningitis, the child when taken to the opera- 
ting room had a temperature of 101°, and it is quite pos- 
sible that the meningitis was beginning before the operation. 
The second fatal case died of pneumonia, and the death, in 
this instance, could not be attributed directly to the opera- 
tive procedure. 

The mere exposure of the dura, either over the sinus or in 
the middle cranial fossa, constitutes, apparently, no menace 
to life. Where this exposure is extensive, it has been my 
practice to defer grafting over this area until the dura has 
been covered by healthy granulations; in other words, to do 
a secondary grafting in these cases. Where only a small 
area of the dura has been exposed, I have frequently grafted 
the entire cavity primarily. 

In three cases a perforation in the dura was found; in 
two instances, this was due to a previous pathological pro- 
cess, and in the third instance, the dura was accidentally torn 
in removing a spicule of bone. Where the subdural space 
is invaded in this manner, it has always been my practice 
to pack off the site of the perforation by means of a strip of 
iodoform gauze, in order to prevent infection of the subdural 
space from the middle ear, and also to drain any products 
of inflammation which may have accumulated within the 
subdural space. In one case, the entire cavity, except that 
part immediately about the perforation in the dura, was 
grafted, and the posterior wound allowed to remain open for 
a week, at the end of which time it was closed. In the 
second case, where the dura was necrotic, the entire wound 
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was allowed to heal by granulation, and the posterior open- 
ing remaining, was subsequently closed by a plastic opera- 
tion. In the third case, where the dura was accidentally torn, 
the dural area was isolated from the middle ear by means of 
a gauze packing, and the posterior wound sutured. This 
case was allowed to heal by granulation, no grafts being 
applied. In none of these three cases was there any rise in 
temperature, and all of the cases recovered without the 
development of a single unfavorable symptom. In one 
case, owing to the abnormally high position of the jugular 
bulb, this structure was wounded in exposing the hypo- 
tympanic space. The hemorrhage was controlled by a small 
pledget of iodoform gauze, placed directly over the wound 
in the bulb. The remainder of the cavity was then lined 
with skin grafts, which were held in place in the usual way, 
by means of cotton pledgets, A gauze packing was then 
carried between these pledgets and the pledget of gauze 
over the wound in the bulb, so as to isolate this as com- 
pletely as possible from the grafts. The posterior wound 
was not closed in this case, until about ten days after the 
first operation ; at the end of this time, removal of the gauze 
over the wound in the jugular bulb was followed by no 
hemorrhage, and a skin graft was placed over this area as 
well as over the lower portion of the tympanic cavity, and 
the entire posterior wound closed. Recovery in this case 
was absolutely uneventful. 

Injury to the lateral sinus itself may occur in these cases, 
although, fortunately, it has not happened in the series re- 
ported. In two of the cases, the knee of the sinus lay very 
far forward, and it was necessary to enter the antrum 
through the external auditory canal instead of through the 
cortex in order to avoid the sinus. One of the cases was 
grafted secondarily, while in the other a primary graft was 
applied over that portion of the sinus which had been ex- 
posed. In this latter case, a rise of temperature occurred 
upon the third day, necessitating the opening of the wound 
and the removal of the grafts. The patient made an abso- 


‘utely perfect recovery. 
In a third case, the sigmoid portion of the sinus had been 
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previously exposed by caries, and in this instance only the 
upper portion of the cavity was grafted, the exposed sinus 
area being covered by a gauze packing which was brought out 
through the posterior wound. The upper three-fourths of the 
wound was closed by sutures. The gauze packing was re- 
moved on the sixth day, and the entire wound closed perfectly. 

Another danger which has deterred many from advising 
this operation, is that of permanent facial paralysis. This 
accident has not occurred in any of the ninety-eight cases 
reported. Inone case, the facial was injured at the time of the 
operation, and there was serious interference with the facial 
muscles for over one year after the operation. Complete 
restoration of function, however, took place ultimately in 
this instance. In perhaps 4 % of the cases, there was facial 
paralysis immediately after the operation, which yielded 
readily to treatment in the course of a few weeks. In per- 
haps 9 % of the cases, there was some slight interference 
with the function of the facial, coming on anywhere from 
two to six days after the operation. In every instance, this 
paralysis was but temporary, and cleared up in the course 
of a few weeks. 

The occurrence of facial paralysis immediately after the 
operation naturally gives the operator more concern, as it 
seems to indicate injury to the facial at the time of the pro- 
cedure. The careful operator always directs his anesthetist 
to watch the face whenever he is using any instrument in 
the neighborhood of the facial nerve, and to report immedi- 
ately if there is any twitching of the facial muscles. In 
my own experience, twitching of the face has been most 
frequently observed in curetting the.upper and anterior 
portion of the tympanic cavity—that is, over that portion 
of the cavity where the agueductus Fallopit crosses the 
middle ear. We know that dehiscences in the facial canal 
are not uncommon, even in health, and we frequently find 
that the wall of the Fallopian canal has been partially 
destroyed by disease. It is not unusual, therefore, to ob- 
serve twitching of the facial muscles during the course of 
the operation. When this occurs, the operator should pro- 
ceed with extreme caution, and should have the deeper 
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parts well illuminated, so as to be able to recognize the 
nerve trunk as soon as it is exposed. The mere fact that 
the. facial nerve lies in the wound, should not prevent the 
operator from completing the operation. All carious bone 
must be removed, even although it is necessary to remove 
the entire external wall of the Fallopian canal. 

The descending portion of the facial nerve is much better 
protected, and injury in this region seldom occurs. 

While it is easy to explain the cause of facial paralysis 
coming on during the operation, it is rather difficult to ex- 
plain the appearance of such paralysis several days after the 
operation. I am inclined to think that in some instances 
this late paralysis is due to the actual pressure of the pledgets 
which are used to hold the skin grafts in place, while in 
other instances it may be due to an infection of the nerve 
sheath from absorption of septic material from the pledgets. 
In other cases, the paralysis is probably caused by the 
tearing away of the chorda tympani branch. This branch 
of the nerve is almost always destroyed at the time of the 
operation, and it seems quite possible that when this is torn 
away from the nerve trunk a small hemorrhage may take 
place into the sheath of the nerve, sufficient to cause some 
interference with its function. 

From the reported cases, it can be stated confidently that 
any interference with the facial nerve, coming on from 
twenty four hours to six or seven days after operation, may 
be utterly disregarded, as it will certainly disappear. Those 
cases which come on at the time of operation will disappear, 
unless the nerve trunk has been practically destroyed. From 
the fact that out of ninety-eight cases, there has been not one 
single case of permanent facial paralysis, it seems to the 
writer that this danger may be practically ignored in advis- 
ing the operation, provided the operator uses extreme care 
in his manipulations. 

In cases where the function of the facial has been inter- 
fered with, restoration of its function may be assisted by 
the internal administration of strychnine, and by the use 
either of galvanism or faradism, preferably the latter, to 
the facial muscles. 
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While the method of healing in the grafted cases usually 
presents no peculiarities in four instances healing took 
place in such an odd manner as to be worthy of mention. 
In these cases, at the time of the first dressing, on the fifth 
day, the entire middle-ear cavity seemed clean, and the 
grafts had apparently adhered in the usual manner. Subse- 
quently, rather a profuse discharge took place from the ear, 
which was controlled by irrigation with a weak bichloride 
solution. Later, the entire middle ear seemed to fill up with 
a pretty firm granulation tissue, until this tissue reached the 
level of the plastic flap turned inward and upward from the 
concha to enlarge the meatus. The epithelium then spread 
from this region over the surface of the granulation tissue, 
the latter became slowly absorbed, and the entire middle- 
ear cavity remained lined with a firm layer of epidermis 
applied close to the surface of the bone. 

In the earlier of these cases, the attempt was made to de- 
stroy this granulation tissue either with chemical caustics or 
by means of the curette. These measures apparently exerted 
no influence upon the process, and I was inclined to advise 
a secondary operation in at least two of these cases. Com- 
plete epidermization of the cavities took place, however, be- 
fore this was decided upon, and in every instance the ears 
have remained perfectly dry, and the result of the operation 
has been exceedingly satisfactory. In two of the instances, 
the presence of this granulation tissue could be explained 
by the presence of a small area of necrotic bone which 
subsequently came away. In the other instances, however, 
there was absolutely no dead bone in the cavity. The 
healing in these cases was perfectly satisfactory, and the 
ears have remained absolutely dry since the time of 
operation. 

Regarding the permanency of the cure in these cases, it 
is obvious that if all carious bone is removed the ear will 
remain perfectly dry. In some instances, however, where 
no carious bone remains in the middle ear, the patient will 
from time to time have a slight discharge; this may come 
on froma few weeks to many months after complete heal- 
ing has taken place. Such a discharge is free from odor, 
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and, in my experience, is invariably an indication that the 
tegumentary lining of the middle ear is poorly nourished 
and fails to perform its function properly. A destruction 
of the superficial epithelium takes place, thus exposing the 
deeper layer of the skin. A certain amount of moisture is 
poured out from this layer, exactly the same as from an 
abraded area on the external surface of the body. If the 
condition is allowed to go untreated, the discharge dries, 
and the ear may become filled with a mass of desquamated 
epithelium, mixed with inspissated discharge. It is only 
necessary in these cases to remove the dried discharge, and 
sterilize the entire cavity with an alcoholic solution of bi- 
chloride of mercury of a strength of I-3,000, and to dust into 
the cavity some bland powder, such as xeroform or boric 
acid. This procedure, if repeated a few times, will cause 
complete cicatrization. Occasionally this desquamated area 
is located over the mouth of the Eustachian tube, and in 
this situation it may require rather persistent treatment. 
If the discharge continues for a length of time, it is well to 
apply either the fused bead of nitrate of silver or chromic 
acid to the eroded surface. 
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RADICAL OPERATIONS (Cured). 
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RADICAL OPERATIONS (Died or result unknown), 
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DOUBLE MASTOIDITIS, FOLLOWED BY DIPH- 
THERITIC EXUDATION WITH FATAL 
RESULT. 


By HENRY HORLBECK, M.D., Cotumata, S. C. 


On February 13th, A. F., age four and one half, was referred 
to me by Dr. Taylor, with the following history: 

Thirteen days previous, child was taken sick with measles, on- 
set with convulsions and high fever, 104° F. to 105° F. Three 
days later, the characteristic rash appeared; case progressed 
favorably. Onthe morning of the 7th, the doctor was called for; 
the child had a bad night, complaining of pain in the left ear, 
high fever. On the 8th, the ear started to discharge; two days 
later, the right ear was discharging. 

Upon examination on the morning of the 13th, the child was 
found well developed for its age. Skin was pale; tongue slightly 
coated. Noinvolvement of the lungs. Rectal temperature 106° 
F.; pulse very weak, 120; respiration 20. A purulent discharge 
was found coming from the external meatus of bothears. After 
cleansing, inspection of the deeper structures showed a red and 
cedematous prolapse of the 'supero-posterior canal wall on both 
sides. There was absolutely no tumefaction behind the auricle. 
It was impossible to elicit tenderness on pressure over the mas- 
toids as the child was so fretful and irritable. 

The temperature was taken every three hours, continuing high, 
being 105° F. at 7 p.m. Examination of the fundus oculi was 
negative. A slight diminution in the amount of discharge had 
been noticed for the past few days. 

On the morning of the 14th, the general condition somewhat 
improved, temperature 104° F., pulse stronger. A very slight 
fulness was noticed at the tip of the left apophysis. The seri- 

28 





Double Mastoiditis. 29 


ous condition of the child was explained and immediate opening 
of the mastoid advised. 

Operation —Chloroform was administered, the usual curvilinear 
incision made through the soft parts to the bone, the tissues 
retracted, exposing the mastoid cortex which was slightly dark- 
ened. The periosteum was easily detachable. The cortex, 
which was somewhat soft, was removed, exposing the cellular 
mastoid spaces, all of which were filled with pus. The inter- 
cellular bone was dark, soft, and necrotic. Softened bone was 
found everywhere. The entire process was removed. On open- 
ing the antrum, a small amount of pus was found. The antrum 
was cleansed of pus and granulation tissue, and a free communi- 
cation with the middle ear was established through the aditus. 
A similar condition was present in both processes, with the 
exception of a small Bezold perforation on the left side. 

The following day the temperature ranged between 102.5° F. 
to 103° F.; pulse weak, 130; respiration 26. At 6 P.M. the dress- 
ings were removed; both wounds were rather clean. On the left 
side both bone and soft tissues had a dead-white. appearance. 
The right side presented a similar picture, to a less degree, the 
upper portion of the wound alone being affected. Both wounds 
were thoroughly explored with a probe, but no fistula was found. 
It was irrigated with 1 to 5000 bichloride solution and lightly 
packed with iodoform gauze. 

The next day, the 16th, condition somewhat improved; tem- 
perature varied from g9.6° F. to 103.4° F.; pulse 108, respira. 
tion 20. 

The 17th.—Temperature 99.4° F. to 101° F.; pulse 108, respira- 
tion 20. Both wounds found covered with a dense pseudo- 
membrane, which was firm and closely adherent to the underlying 
tissues. ‘The membrane was dirty greenish. The appearance of 
the wound suggested a diphtheritic condition. Examination 
of the throat revealed a simple catarrhal angina with no mem- 
branous deposit. A portion of the membrane was removed and 
sent to Dr. Coward for bacteriological examination. The wound 
was cleansed with hydrogen dioxide. Patient had a restless 
night. 

The 18th.—The child’s condition seemed to have improved, 
and she was more bright and cheerful. Temperature ranged be- 
tween 101° and 1roo° F. At 5 &.M. temperature started to rise, 
reaching 105.6° F. at 8 p.m.; pulse 140, respiration 26. The 
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condition in the wound had gradually progressed, assuming a 
necrotic appearance. An application of pure carbolic acid was 
made, followed by alcohol to neutralize its effect. This sudden 
rise in temperature was not preceded by a chill or chilly sensa- 
tions. Examination of the eye-ground proved negative. The 
temperature gradually subsided, being 100.6° F. at midnight. 

The 19th.—The temperature remained the same until 12 o’clock 
on the 19th, when it began to rise, reaching 103.4° F. at 6 P.M. 
The necrotic process in the wound had advanced and the patts 
presented a gangrenous appearance. At 8 P.M. a consultation 
was held and it was decided to administer 3000 units of anti- 
diphtheritic serum. By midnight the temperature was 105° F., 
P. 144, R. 28. 

2 A.M., T. 107.6° F., P. 160, R. 30. 

5 AM., T. 107° F., P. 152, R. 34. 

8 a.m., T. 106° F., P. 160, R. 32. 
The temperature was gradually reduced by alcohol sponges, cold 
enemas, and phenacetine. The temperature had gradually sub- 
sided, being 101.4° F., pulse 135. At 11 P.M. it had risen to 
104.4° F; From then on, the child gradually grew worse until 
the morning of the 22d, when she died. 

The 20th—The next day the antitoxine was not repeated. 
Whether the condition was aggravated by its use, I am unpre- 
pared to say. Authentic cases are on record in which its use 
has been far from satisfactory in genuine cases of diphtheria. 


I felt almost confident that we had to deal with a throm- 
bosis of the sigmoid sinus. Had it not been for the ex- 
tremely critical condition of the child and the diphtheritic 
process in the wound, I would have exposed the sinus with- 
out hesitation. Under the circumstances, it was thought 
best not to interfere. The result of the bacteriological 
examination had demonstrated the presence of the Klebs- 
Loeffler bacillus. 

Pseudo-membranous inflammation is not uncommon on 
ulcerated surfaces and wounds. In the majority of cases it 
is a streptococcus infection. But when the patient is suffer- 
ing with diphtheria the Klebs-Loeffler bacillus is usually 


found. 
As stated before, the throat showed nothing more than a 
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simple catarrhal angina of a mild type, without the pres- 
ence of a membrane; it is true that the Klebs-Loeffler bacil- 
lus has been found in cases of non-membranous angina. 
During epidemics this organism may be met with in healthy 
throats, particularly in persons brought in contact with the 
disease and in the same house. 

According to Welch, the term “ wound diphtheria ” should 
be limited to infection of a wound by the Klebs-Loeffler 
bacillus. This may manifest itself as a simple inflammation, 
or inflammation with superficial necrosis, or inflammation 
with more or less adherent pseudo-membrane. ‘“ Wound- 
diphtheria” may occur without demonstrable connection 
with cases of diphtheria and without affection of the throat 
in the individual attacked, but such cases are rare (Osler). 

I deeply regret the fact that a culture was not taken from 
the throat, notwithstanding the benign appearance it pre- 
sented. 

Had this step been taken, and the Klebs-Loeffler bacillus 
found, it would have been a simple matter to account for 
the condition which was present in the wound. On the 
other hand, had the report been negative, we would have 
been certain that we were dealing with a genuine case of 
‘wound diphtheria.” 





ON THE STATISTICS OF OTITIC DISEASES OF 
THE BRAIN, MENINGES, AND CEREBRAL 
SINUSES. 


By Dr. TAKABATAKE, 


PROFESSOR OF SURGERY IN NAGASAKI, JAPAN. 
[FROM THE UNIVERSITY EAR CLINIC, ROSTOCK. ] 


Translated by Dr. ARNOLD KNAppP, from Zettschr. f. Augenheilk., Vol. XLV., 
No 2, 


UR knowledge regarding the relative frequency of 


the various intracranial complications of aural and 
temporal bone suppurations is still imperfect. 

Up to the end of the ’80’s of the previous century, 
this question could only be solved by the statistics of 
autopsies, as the differential diagnosis between sinus phle- 
bitis, brain abscess, and meningitis was not developed, and 
reports of operations had not been given. The statistics of 
autopsies, moreover, were unable to give us definite informa- 
tion on many points which are of importance to us to-day. 
The autopsy was unable to show definitely whether the 
brain abscess had perforated into the ventricles or into the 
meninges, or whether the meninges had become secondarily 
affected from a diseased sinus. Moreover, it was difficult to 
determine which of the various suppurations in the skull 
occurred first and produced the others, or whether they ap- 
peared independently of the primary purulent focus in the 
temporal bone. The statistics did not give us any informa- 
tion on the most frequent otitic intracranial complications, 
viz., external pachymeningitis and extradural abscess, be- 
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cause these generally did not lead to death directly, but first 
induced fatal suppurations in the brain, meninges, or sinuses. 
The importance of these suppurations as transmitters of in- 
fection was not recognized until 1888, on the appearance of 
the paper of E. Hoffmann. 

The operative era, which began at the end of the ’80’s, 
has aided considerably in making statistics on the relative 
frequency of the various complications, but the conditions 
are not as yet sufficiently clear. The operative cases re- 
ported in literature were collected for this purpose. This 
material, however, was defective and could not be well used, 
as all forms of inflammation could not be cured by opera- 
tion, and of those which were curable one and then the 
other type would be most prominent in interest, and finally, 
because favorable cases were more frequently reported than 
those which failed notwithstanding operation. It is possible 
to obtain an unbroken series of observations only when the 
individual operators or hospitals publish their entire material. 

When Professor Koerner began to publish all of the cases 
of this character occurring in his clinic in continuous series, 
he had the hope in view of furnishing suitable material for 
statistics. The cases which were not explained by operation 
or autopsy were excluded. Fifty-four cases could be made 
use of. ; 

Of these fifty-four, thirty-four were uncomplicated, if we 
disregard the slight changes in the external surface of the 
sigmoid sinus in perisinuous abscess. Twenty of the fifty- 
four cases were complicated. 


TABLE I. 
I, UNCOMPLICATED CASES. 


. Perisinuous abscess: 
(a) with external changes in the sinus 
(4) without external changes in the sinus 
. Extradural abscess in the middle cranial fossa 
. Sinus phlebitis 
. Purulent leptomeningitis 
. Cerebellar abscess 
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2. COMPLICATED CASES. 


Perisinuous abscess: 
(a) with sinus phlebitis... .. 
(4) with sinus phlebitis and leptomeningitis............ 
(c) with sinus phlebitis (transverse and superior petro- 
SE Cie TAIN 06 6s'oc vcs ceca vevesccess 
(d) with empyema of the saccus endolymphaticus..... 
(e) with empyema of the saccus endolymphaticus and 
IN a vis ns cene epkesnes oess ctaevesees 
(7) with obliteration of the transverse sinus, cerebel- 
lar abscess, and leptomeningitis....... _ 
(g) with extradural abscess in the middle cranial fossa. . 
Puriform extradural cholesteatoma in the middle and pos- 
terior cranial fossz ‘ Tere T Tere 
Extradural abscess in the middle cranial fossa, perisinuous 
abscess, and sinus phlebitis.... 
Extradural abscess in the middle cranial fossa, subdural ab- 
scess, and leptomeningitis..........020+ses0ccee. 
Extradural abscess in the middle and posterior cranial fossz, 
intrameningeal abscess on the temporal lobe, and 
complete obliteration of the transverse sinus 


Deep-seated extradural abscess in the posterior cranial 


(a) with leptomeningitis 

(4) with cerebral abscess....... 
Abscess of the temporal lobe with progressive encephalitis. . 
Sinus phlebitis and leptomeningitis...............eee eee. 


Of the uncomplicated cases, the extradural abscesses are 
the most frequent, and of these the perisinuous ones are 
twice as frequent (fifteen to seven) as those in the middle 
fossa. The great frequency of slight external changes 
(granulations, discolorations) of the sinus in perisinuous 
abscesses is noticeable—changes which, after the evacua- 
tion of the perisinuous abscess, are without significance. 
All of these cases recovered. 

In the following table the cases are not recorded, but all 
of the intracranial types of inflammation are enumerated 
which were observed in these cases. The table also shows 
the relative frequency of the external and deep-seated 
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extradural abscesses. There are four additional cases which 
could not be included in Table I. 


TABLE II. 


NUMBER OF OBSERVED VARIETIES OF INTRACRANIAL COM- 
PLICATIONS. 


Perisinuous abscess vissa ge 
Deep-seated extradural abscess in the posterior cranial fossa. 
Empyema of the saccus endolymphaticus 
Extradural abscess in the middle cranial fossa 
Extradural abscess at the tip of the petrous pyramid 
Sinus phlebitis : 
(a) transverse sinus 
(4) transverse sinus and internal jugular....... 
(c) transverse sinus and superior petrosal sinus 
(@) symptom-complex of phlebitis of the cavernous 
sinus (recovery after operation for suppuration of 
the temporal bone) 
(e) otitic pyemia with joint metastasis without definite 
sinus phlebitis 
(/) pyemic fever after acute otitis media without mas- 
toiditis and without definite sinus phlebitis 
(g) obliteration of the transverse sinus through pre- 
vious phlebitis sued 
(4) pulmonary embolus after injury to the mastoid 
emissary vein (recovery) 
Subdural suppuration.... 
Purulent leptomeningitis 
Abscess in the temporal lobe 
Abscess in the cerebellum 
Progressive encephalitis with abscess in the temporal lobe. . 


The absence of meningitis serosa and the relative infre- 
quency of brain abscess {two in the temporal lobe and two 
in the cerebellum) are the most striking features of this 
table. 

As to the primary suppuration in the ear, we have to 
differentiate between acute and chronic suppurations. It 
is not so long ago when it was believed that only chronic 
suppurations led to intracranial complications. Even v. 
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Bergmann regarded the chronicity of an aural suppuration 
as a deciding factor in the diagnosis of brain abscess. Ob- 
servations from the operative era have shown that this is 
untrue. In our fifty-four cases the primary disease was 
acute in thirty, chronic in twenty, of unknown duration in 
four. In other words, the old rule is practically reversed. 

The theory that the chronicity of the suppuration was 
the important factor belongs to the time in which the 
external pachymeningitis and the extradural abscess were 
not clinically recognized, and their importance as trans- 
mitters of suppurations from the temporal bone to within 
the cranial cavity not appreciated. It always took some 
time before the symptoms of the meningitis, of the brain 
abscess, or of the sinus-phlebitic pyzemia set in, because sup- 
purations in the ear and the temporal bone were not 
attacked sufficiently early by operation. At the present 
day every suppuration in the temporal bone is operated 
upon as early as possible, and we frequently find extradural 
abscesses which have caused absolutely no symptoms. In 
other cases we are able to discover complications like peri- 
sinuous suppurations, by their symptoms, at an early date. 
In our uncomplicated extradural abscesses, the primary 
disease was acute in eighteen cases, chronic in two, unknown 
in two. 

The removal of the primary disease and of the extradural 
abscess in the acute stage has prevented the onset of brain 
abscesses, meningitis, and sinus phlebitis in the chronic 
stage. Our statistics also show a striking scarcity of brain 
abscesses. This will be explained if we study the cases of 
brain abscess which have been published in the 60’s and 70's 
of the last century. We find the primary disease very fre- 
quently has reached a stage which we to-day only occa- 
sionally see coming from the most remote parts of the 
country where no suitable medical aid is obtainable—as, for 
instance, in cases with fistule in the mastoid processes which 
have existed for years. 





ON ADENOID CACHEXIA. 


I.— EXAMINATION OF THE BLOOD IN CHILDREN BEFORE 
AND AFTER THE REMOVAL OF ADENOID VEGE- 
TATIONS. 

II.—DoEs CycLic ALBUMINURIA FREQUENTLY OCCUR IN 
CHILDREN WITH ADENOID VEGETATIONS ? 


By Dr. TAKABATAKE, 


PROFESSOR OF SURGERY IN NAGASAKI, JAPAN. 


[FROM THE UNIVERSITY EAR CLINIC IN ROSTOCK, GERMANY. | 


Translated by Dr. ARNOLD KNAPP, from the Zeitschrift f. Ohrenhlk., XLIV., 
No. 4. 


5 


OERNER suggested in 1895 that the unfavorable 

influence of an enlarged pharyngeal tonsil was not 

only exerted on the entire constitution of the child but 

probably affected the constituents of the blood. In 1900 
Lichtwitz and Sabrazes' investigated this point. 

According to these authors, not only does the general 
condition of the patient become much improved after the 
removal of the adenoids, but there is a decided improve- 
ment in the constituents of the blood; they always found 
that the quantity of hemoglobin was increased, and that 
the number of red blood cells was increased while the 
number of white blood corpuscles was diminished. These 
examinations of the blood and body-weight were not done 
at a definite interval after operation, but in some cases took 
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place on the 11th, 14th, and 15th days, and in others not 
until the 55th or the 122d day after. 

It seemed, therefore, desirable to undertake a larger 
series of examinations, and to make the second blood ex- 
amination on a definite date after the operation. I selected 
the 28th day after the operation for this purpose. 

In the 12 cases examined, the quantity of hemoglobin 
was increased after removal of the adenoids, the red blood 
corpuscles were increased in number in only 8 cases. In 
the other 4 a diminution occurred. The number of white 
blood corpuscles in all cases diminished after operation. 
All types of leucocytes were not decreased in the same pro- 
portion. The polynuclear and the eosinophile cells were 
slightly increased, while the large mononuclear cells and the 
lymphocytes were diminished, but their diminution was 
greater than the increase of the first named, and a general 
diminution of the white blood corpuscles resulted. The in- 
crease of the hemoglobin and of the red blood corpuscles, 
together with the diminution of the white blood corpuscles, 
indicate an improved condition of the blood, especially as 


an approach to the normal condition took place. The gen- 
eral condition improved, the body-weight increased except 
in one case where it remained stationary. 


II. 


According to certain authorities, the so-called cyclic 
albuminuria occurs in those children and youthful indi- 
viduals of feeble constitution and retarded development. 
Cyclic albuminuria means a form of excretion of albumen 
in the urine characterized by the absence of anatomical 
changes in the kidney in otherwise healthy individuals, and 
occurs principally when the patients have been up, conse- 
quently chiefly during the day, and disappears on rest in 
bed as at night. 

Gress in a dissertation (Rostock, 1902) stated that this 
form of albuminuria was found in feeble individuals more 
frequently in proportion with increase of other symptoms 
of feeble health. The other symptoms were chlorosis, scro- 
fula, and dilated heart. 
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As children with adenoid vegetations are usually feeble, 
I examined the urine of 50 such children to determine 
whether cyclic albuminuria occurs in them. Thirty-nine 
of the children were between five and fifteen years of age, 
and 11 were below five years; 28 were male and 22 female. 

The urine was examined for albumen with Heller’s test, 
boiling, as well as with ferrocyanide acetic acid. The urine 
was generally examined a short time before the operation 
in the middle of the day. 

In the 50 cases, albumen was found present in only one, 
which, however, did not again occur after rest or after mov- 
ing about. The period of observation was only four days. 
We have thought that this albuminuria must be regarded 
as cyclical, though it is possible that an alimentary albumi- 
nuria might have been present. 

Gress found 86 cases of cyclical albuminuria in 304 feeble 
children, while the percentage is very much smaller in well 
developed children and in adults. 

Our one positive case in 50 children with adenoid vegeta- 
tions shows such a slight percentage that the occurrence of 
cyclic albuminuria in children with adenoid vegetations may 
be regarded as purely accidental. 








REPORT OF THE TRANSACTIONS OF THE NEW 
YORK OTOLOGICAL SOCIETY. 


MEETING, NOVEMBER 22, 1904. DR. J. B. EMERSON, THE 
PRESIDENT, IN THE CHAIR. 


By Dr. ARNOLD KNAPP, SEcRETARY. 
Presentation of Cases. 


Dr. BERENS presented two patients upon whom he had per- 
formed a radical operation and made use of a Skin-grafting 
procedure, which he had described to the Society at a meeting 
about two years ago. The peculiarity of this procedure was the 
formation of a comma-shaped flap from the skin back of the 
mastoid incision, and inserting this flap into the middle ear, 
leaving an attachment at the upper extremity. 

In the first patient the radical operation was performed six 
weeks ago, on account of an acute exacerbation of the O.M.P.C. 
Two weeks after this, the plastic operation was performed. The 
ear is now dry in the depth, though not healed externally in the 
antrum. 

The second patient was a girl with chronic otorrhoea, upon 
whom a Stacke operation, with the author’s plastic procedure, 
had been performed nine days ago. This case was progressing 
so rapidly that it probably would be healed in two weeks. 

The two cases show the results of this procedure in both 
primary and secondary operations, 

Discussion.—Dr. ARNOLD Knapp, while complimenting the 
speaker on his results in these two cases, thought that there were 
two objections: (1) that the flap was too thick, so that when in 
position in the tympanum that cavity loses its normal outlines 
and becomes very small; (2) the objection which is common to 
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all methods of covering the tympanic walls and mouth of the 
Eustachian tube by flaps or skin-grafts,that in all severe cases—that 
is, cases which are difficult to heal—the disease is most frequently 
situated in the tympanum, and consequently the flap or skin-graft 
cannot be employed. If the tympanum is healthy, the healing 
takes place rapidly without any aid of skin-grafts. 

Dr. Berens replied that in his experience the flap placed in 
the tympanum became thinner, and eventually resembled a skin- 
graft, except that the ear never presented that scaly condition 
which is so unpleasant after skin-grafts. 

Dr. GRUENING asked whether Dr. Berens had encountered 
any unfavorable results. He thought it no more than right, in 
judging of a method, that information should also be furnished of 
the ill successes. 

Dr. Berens replied that he had unquestionably had a great 
deal of bad luck with this method, and that in some cases the 
flap had sloughed, and in one erysipelas had occurred. On the 
whole, he had used this method for about four years and had met 
with a great deal of discouragement in the early cases, but had 
had much better results recently. He does not think that the 
time is ripe for any definite judgment of this method. 


Voluntary Contributions. 


Dr. DuEL reported on a case of O.M.P.C. and epidural ab- 
scess. The patient, a young lady, had consulted him recently 
on account of pain in the ear for three nights. She had suffered 
for fifteen years from occasional otorrhoea after measles. He 
found a swelling behind the ear, and a large gland beneath the 
ear. It was quite difficult to determine whether the symptoms 
were entirely due to a diffuse otitis, which was present, or whether 
there was also mastoiditis. He finally decided that the latter 
condition was present and advised an operation. At the opera- 
tion the whole of the mastoid process was found sclerosed except 
a cell at the tip which contained pus. The middle ear and mas- 
toid antrum were filled with pus and granulation tissue. There 
was no necrosis of the tympanic walls or of the ossicles. The teg- 
men antri was necrotic, and above it was a mass of granulations 
and pus, forming an epidural abscess of considerable size. 

Dr. Bacon was reminded of a case of chronic mastoiditis in a 
truck driver .which he had seen last year, where similar con- 
ditions obtained, viz., an epidural abscess with very few 
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symptoms. The man was at work until three hours before 
the operation. 

Dr. MCKERNON inquired as to the condition of the canal. 

Dr. DUEL: It was stenosed. 

Dr. PHILLIPs thought pain in the mastoid in chronic cases very 
important and significant as a guide for operation. 

Dr. GRUENING reported on a case of severe sinus phlebi- 
tis without symptoms occurring in a woman forty-five years 
of age, who had suffered from severe pain in the ear with dis- 
charge. Paracentesis had been performed a number of times, 
and an operation was advised. This was refused by the patient, 
and she subsequently came under his care. He found a bulging 
drum, small perforation, mastoid tender. After paracentesis 
was made she improved. The patient had suffered from puer- 
peral mania and had “acted queer,” according to the husband, 
for many years, and suffered from diabetes. Dr. Gruening then 
lost sight of her for a certain length of time until she happened 
to be admitted to the Mt. Sinai Hospital. There were no symp- 
toms except pain at night and insomnia. She was carefully 
observed for one week. The drum was closed and hearing 
somewhat diminished, but she seemed otherwise perfectly well. 
She was about to go home when she was taken with vomiting 
and vertigo. Temperature rose to104° F. An operation was per- 
formed as soon as possible and a perisinuous abscess was de- 
tected. The sinus washard. On opening, the clot was removed. 
It was perfectly solid except below, where fluid was encountered, 
then pus, a white clot followed by a red clot, and finally a gush 
of blood. Bleeding was easily restored from the upper ex- 
tremity. On the following day, vomiting continued with high 
fever. The jugular was exposed. Following it up in the neck, a 
clot was found extending from the junction with the facial vein 
upwards. This part was excised and the vein irrigated. The 
patient was in a very poor condition, and, notwithstanding every 
attempt at resuscitation by infusion and so forth, the pulse 
remained high and she died in two days. Death was indirectly 
due to her diabetes. The eyes were always normal. 

The case is of interest as showing the possibility of a severe 
sinus lesion with practically no symptoms in a patient who was 
under observation, and where the operation was performed too 
late. 

Dr. W. SoHIER BrvYANT had recently observed a patient at the 
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Presbyterian Hospital, suffering with severe unilateral headache 
and a slight rise of temperature. Tenderness behind base of 
mastoid, normal hearing and drum membrane. Sleeplessness. 
On account of the severe headache and insomnia he recom- 
mended an operation. This.was performed at the Presbyterian 
Hospital, and an epidural abscess was found at the tender point, 
with considerable erosion of bone. 

Dr. Bacon thought that diabetes was unquestionably fre- 
quently a serious complication. He had also had experience in 
operating on cases which did not rally after operation. 

Dr. GRUENING did not think that diabetes was always such an 
unfavorable factor. He remembered a patient where after an 
otitis pain continued. On admission, a double mastoiditis was 
found in a patient with 6 4 of sugar. Operations were performed 
on both mastoids, and the patient, though sixty-five years of age, 
made a good recovery. Another patient, seventy years of age, 
with double mastoiditis, did not recover consciousness after 
operation. 

Dr. McCKErRNon spoke of a case of mastoiditis occurring in a 
patient, fifty-four years of age, with diabetes. The patient 
looked extremely septic. He, however, did perfectly well after 
operation, except that the wound healed rather slowly. 

Two years ago he operated upon a case of recurring mas- 
toiditis, in which the urine contained hyaline casts. The patient 
was fifty-one years of age. After operation, two stitches at the 
upper end of the wound appeared to melt out. Sugar was found 
in the urine. The wound did not heal in a year. The patient 
then went insane. The amount of sugar increased to 12 %, and 
he died in coma. 

Dr. GRUENING spoke of a case of double mastoiditis in a 
poorly developed child, thirteen months of age, presenting an infil- 
tration behind one ear and a bilateral discharge. At operation, 
he found no pus under the periosteum, but the soft parts were very 
much infiltrated and the squamo-mastoidal fissure was unusually 
patent. The bone was so soft that it could be curetted with a 
spoon. In the other ear, an enlarged gland was present, with 
copious discharge at operation. The squamo-mastoidal suture 
was found closed. It was necessary to use the chisel as the 
bone was quite hard, and in this case the disease was very much 
more serious. The sinus was bare but healthy. 

He is very much impressed by the frequent occurrence of 
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binaural affections, and also by the fact that the internal changes 
were found to be greatest where the external symptoms were 
least marked. 

Dr. ToEPLitz spoke of a bilateral mastoiditis in a child thir- 
teen months of age, where, on one side, the mastoid was found 
disintegrated ; on the other, a large gland, mastoiditis, and a 
cervical abscess. 

Dr. Bacon believed that bilateral mastoiditis was very much 
more frequent in the last year than formerly, He had observed 
three cases in private practice at the same time. He thought 
that this last year had been an unusual one for the number of 
mastoid cases. 

Dr. PHILLIPs was entirely of Dr. Bacon’s opinion, and remem- 
bered that he had seen a double mastoiditis in a child of seven 
months. 

Dr. BERENS asked whether, in this last case, the mastoid pro- 
cess was found developed. 

Dr. Puiturps thought that there was apparently a tip cell 
present in addition to the antrum. 

Dr. DvEL stated that it was his experience in young children 
to find, usually, a much larger cavity than the antrum could 
furnish. He thought this must be due to the presence of cells, 
and that the statement found in the books in regard to the age 
at which the diploetic tissue began to develop was wrong. He 
thought that we were often astonished at the size of the excava- 
tion necessary for the removal of all the diseased tissue in the 
mastoid processes of children. 

Dr. BERENS remembered that in a child five months of age 
he had found nothing more than the antrum, aditus, and tym- 
panum present. 

Dr. GRUENING thought that there was generally only one cell 
present ; that the bone at the apex was thick, but that there was 
no tip cell. 

Dr. Harris reported upon the case of a boy seven years of 
age, who, after a cold in his head, suffered from earache. The 
drums were slightly altered and there was some fever. Hot 
douching and internal treatment were without avail, and after 
forty-eight hours the drum was opened. Pus was evacuated im- 
mediately in one ear and appeared after twelve hours in the 
other. Examination revealed a diplococcus extracellularis. 

In the sister of this patient, the same symptoms set in with a 
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temperature of 101° F, The same treatment was carried out for 
twenty-four hours. Paracentesis revealed pus containing the 
same diplococcus, 

He thought the case was of interest as showing the relation of 
the micro-organism found present with the fact that, with so few 
objective symptoms, pus was found on paracentesis, 

Dr. GRUENING again spoke of the experience they had had at 
the Mt. Sinai Hospital, that most of the smears showing the 
pneumococcus-like organisms subsequently developed into strep- 
tococcus, so that they did not have the same proportion of 
pneumococcus infections as in other hospitals. 

Dr. DENCH thought that the question of the bacteriological 
examination was of scientific interest but of less practical 
importance. 

Dr. Kipp asked why paracentesis had been performed. 

Dr. Harris replied, on account of a slight bulging, a slight 
amount of pain, and the fever. He regarded it, more or less, as 
an exploratory operation. 

Dr. DencH thought that the temperature was a sufficient indi- 
cation for paracentesis. 

Dr. GRUENING spoke of a child, two years of age, with high 
fever. The ears were red, one more than the other. He was 
called in to determine whether the high fever could have been 
produced by the otitis. The physician in charge claimed that 
there was no other possible explanation for the high fever. 
Under these circumstances the ear drums were punctured. No 
pus was found, but the bleeding was profuse. On the following 
day pneumonia developed. 

Dr. HERMAN Kwnapp spoke of the case of a child, one year 
of age, with otorrhoea, in which he had opened the mastoid and 
antrum, and exposed the sinus. This was followed by pyemic 
temperature for ten days. The wound was clean, and the case 
subsequently healed. He thought this was not uncommon in 
children. 

Dr. Kipp had operated upon a child one year of age. The 
operation was followed by high fever for several days which then 
rapidly fell. 

Dr. DENCH thought that the high fever was quite frequent and 
was to be explained because we generally have a postaural abscess 
present and when this is opened considerable purulent material 
is absorbed. 
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Dr. GRUENING was also of this opinion, but thought it strange 
that the high fever did not occur in chronic cases or in cases of 
caries, but only when an empyema of the antrum was present 
under pressure. He thought that a toxic absorption takes place 
by spreading of the pus from careless sponging. He was inclined, 
after having made a small opening, to wipe away the pus as it 
appears with fresh sponges. 

Dr. Kipp stated that he followed the same steps but, neverthe- 
less, encountered high fever. 

Dr. W. SOHIER Bryant asked whether the increased febrile 
reaction in children could not be accounted for by the increased 
permeability of the lymphatics whereby infection travels more 
freely. 

Dr. Bacon thought that this condition of hyperpyrexia oc- 
curred more frequently in hospital cases than in private cases. 

Dr. Dencu thought that thorough sterilization of the field of 
operation before operation was of importance in influencing post- 
operative fever. 

Dr. HARRIs, some time ago, had examined the post-operative 
temperatures at the Manhattan Eye and Ear Hospital after mas- 
toid operations, and had found that there was an almost uni- 
versal rise for twenty-four hours, but that the temperature be- 
came normal after forty-eight hours, This he found occurred 
both in adults and children. 

Dr. Toepiitz related some recent experiences with legal 
cases. 

In the first, a man of sixty-four fell from a street car and be- 

.came unconscious. One year later he was deaf, and it was im- 
possible to determine the connection between the loss of hearing 
and the injury. The patient, nevertheless, received damages. 

In the other case, a man fell from a car, striking an elevated 
railroad pillar, and remained unconscious. On the following 
morning, with bleeding ear and in a stupor, he was taken from 
the hospital to his home in Astoria. Two weeks later he com- 
plained of vertigo, which persisted for five weeks. During an 
attack of typhoid fever which then set in the vertigo ceased, but 
recurred later and is now present. Though Dr. Toeplitz’s testi- 
mony, that the man’s hearing was probably affected from the 
accident, was not accepted, damages were nevertheless given. 

Dr. Apams stated that he had to examine a great number of 
persons suffering from deafness for pension claims, and he had 
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found it impossible to prove the deafness in some of the cases. 
He reported upon an operation where he had found the sinus 
perfectly sealed off, presenting one solid mass withthe dura. By 
good fortune he happened to strike the central part of the 
sinus with his knife. It was a case of Bezold’s mastoiditis. 

Dr. Dencu had had a similar experience in one case. 

Dr. Pui.uips spoke of a woman, sixty years of age, with chronic 
purulent otitis, the special symptom being a most distressing 
tinnitus. All treatment was of no avail, and he suggested a 
Stacke operation, which was performed about four weeks ago. 
Granulations were found in the tympanum and antrum; the 
ossicles, however, were healthy. He was enabled to complete 
the operation in fifty minutes. The healing has been rapid. It 
is not, however, quite dry. The tinnitus has been relieved to a 
great extent, and in the opinion of the patient is about half 
as loud as formerly. She is fully satisfied with the result. 





REPORT OF THE TRANSACTIONS OF THE SEC- 
TION ON OTOLOGY OF THE NEW YORK 
ACADEMY OF MEDICINE. 


STATED MEETING NOVEMBER I0, 1904, THE PRESIDENT, DR. HER- 
MAN KNAPP, IN THE CHAIR. 


Presentation of Cases. 


Dr. R. Lewis presented two cases of temporo-sphenoidal 
abscess. Operation. Recovery. (Published on pages 7-10 of 
this issue). 

Dr. FRANKLIN M. STEPHENs presented a patient who had suf- 
freed from acute temporo-sphenoidal abscess with strepto- 
coccus infection. Operation. Recovery. (Published in full on 
pages 1-6 of this issue. 

Discussion—Dr. DUANE. Two years after the operation, Dr. 
Stephens’s patient came to me complaining of failing vision at 
night and whenever the light was poor. The movements of the 
eyes were normal except the slight deficiency in converging. 
The pupils were also normal. My records of the finding of the 
fundus have been mislaid, but my recollection is quite clear that 
there was no evidence left of previous optic neuritis, and no 
evidence of any consecutive atrophy. The interesting finding 
in connection with the eye was the visual field. There was, as 
shown in this rough diagram, an almost complete absence of the 
outer-lower quadrant in each field, as well as a slight general 
concentric contraction. In spite of the symmetry of the defect, 
I regard the symmetry as purely accidental, 7. ¢., the defects in 
the fields are due to destructive changes that chanced to lie sym- 
metrically in the two optic nerves, and are not, as might be sup- 
posed, due to a single lesion in or or about the chiasm. There 
was nothing to indicate the existence of such a lesion. 


48 
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Dr. KENEFICK regretted that he had not arrived in time to 
hear the early part of the paper, and wished to know if the usual 
symptom of aphasia was present. 

Dr. STEPHENS replied that he had stated that none of these 
symptoms were present. The abscess was located on the right 


side. 

Dr. BRANDEGEE said that he would like to endorse Dr. 
Stephens’s remark about the Whiting encephaloscope. It had 
been more than useful to him in two instances. It is easily in- 
troduced into the brain without injury to the tissue, and enables 
one to make a thorough examination of the surrounding walls. 
He did not believe in packing iodoform gauze into a brain ab- 
scess unless the walls of the cavity were firm. It is a pretty 
strong dressing for a brain abscess. With the Whiting encephalo- 
scope a good view of the side walls of the cavity could be ob- 
tained and the wound could be carefully dressed, and the results 
were more than good. The question of dressing the wound 
might be thoroughly discussed, for there is great diversity in 
practice—some using plain dressing, some iodoform gauze, some 
packing the wound tightly, some loosely. Both of the gentlemen 
who had spoken should be congratulated upon the excellent re- 
sults they had obtained. In his own practice and at the New 
York Eye and Ear Infirmary, when they had a brain abscess with 
loose walls they pack it with a single width of plain gauze, and 
when the walls were firm they pack it firmly. No satisfactory 
idea of the condition of the cavity could be obtained with the 
finger, but with Dr. Whiting’s instrument it could be examined 
carefully, an accurate idea of its condition and character 
obtained, and it could be dressed accordingly. 

Dr. EAGLETON, referring to Dr. Lewis’s first case, said that he 
had had a similar one. The patient had a fainting fit, otorrhea, 
was unconscious for half an hour, and then regained consciousness. 
While recovering from the mastoid wound, the patient lost flesh 
rapidly, and we discovered that he could not call anything by 
name. He could tell the use of an object but could not name it. 
I thought the case warranted opening of the head and decided to 
operate. Dr. Mills claims that there is a naming centre and places 
it in the temporo-sphenoidal convolutions. I opened above the 
auditory space and explored in six directions, but found nothing. 
The wound was closed, and the man recovered from the ether 
excellently and for six days was apparently well. It was then dis- 
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covered that he had a hemianopsia. This was only roughly tested, 
but on holding up a paper before him he could see only half of 
a name written on it. There was undoubtedly an abscess there 
although we had failed to find it. It may have been behind 
towards the occipital lobe. That night the man had a chill, and 
hemorrhage from the wound. The whole of the wound was torn 
out and the brain structure came out. The man went into a 
coma and died a few hours after. No autopsy was held, but 
pus, as well as blood and brain tissue, came from the wound. 
There is no doubt in my mind that there was an abscess, though 
we failed to find it. 

Dr. Lewis said that in regard to dressings he generally used 
sterile gauze and always packed the wound loosely. 

The CHatrMAN said that in Dr. Lewis’s case, where hemianop- 
sia was a focal symptom of brain abscess, its seat was not likely 
in the occipital lobe but at the optic radiation through the tem- 
poral lobe where the greater number of brain abscesses were 
located. They are very rare in the occipital lobe. 

Dr. Lewis reported three cases of lateral sinus thrombosis, 
one of which was especially interesting on account of the sub- 
clavian involvement. (Published in full on pages 11-14 of this 
issue.) 

Dr. Lewis A. Corrin presented a case of absence of both 
auditory canals. 

The child had been brought to the Manhattan Eye, Ear, and 
Throat Hospital to learn if anything could be done for her hear- 
ing. She was found to have adenoids and deformity of both 
external ears. The cartilage was so bound down by adhesions 
that it could not be determined whether or not it was all present. 
By palpating back of the tragus, what seemed to be the beginning 
of a canal could be felt. As the child can hear a watch on con- 
tact, can hear her mother calling across the street, and can 
always understand her mother even when her back is turned, it 
was thought that there might be a canal, and it was determined 
to explore. With Dr. Haskins’s assistance, the regular incision 
for a mastoid operation was done, and the ear pushed well for- 
ward, but no sign of canal, no fossa nor indentation, was found. 
Only one side was explored. The child has no other abnormal- 
ity, and there is nothing of the kind inthe family. The child 
was operated on on Monday, made a good recovery, and was dis- 
charged on Tuesday of the following week. She is very bright, 





Transactions of the New York Academy of Medicine. 51 


calls her brothers and sisters by name, and is about to be sent to 
a hospital for deaf-mutes for education. 

Dr. W. C. Puituips said that these cases were rare, although 
they appear not infrequently in large clinics. He was in- 
terested in the subject, because it was an affection that had 
come into his own family history. A member of his father’s 
family had an ear perfect in shape, but it had never grown since 
infancy, and is absolutely an infantile ear. There was no ex- 
ternal auditory canal, though there was an Eustachian tube and 
a normal Eustachian opening. There was a clear hereditary 
tendency in this instance, and he had come to look upon that as 
holding good in most cases. 

Dr. CorFin said that he had forgotten to state that they did 
not try to catheterize the Eustachian tube, but that with the finger 
in the naso-pharynx nothing was found to indicate the presence 
of the Eustachian eminences. The operation was simply ex- 
ploratory. 

The CHAIRMAN said that these cases were not common but 
were well understood. They have a little depression and the 
rest is solid bone. The remainder of the auditory apparatus is 
healthy. All these patients hear pretty well, and an operation 
should not be attempted. They are perfectly able to acquire an 
education. 

Dr. Puixuips said that he had usually found that the bone- 
conduction of sound was good. 

Dr. JARECKY said that he had recently seen a case of congeni- 
tal absence of the auditory canals. The bony tissue had been 
drilled through and a constant serous discharge oozed. The 
Eustachian tubes were present. The openings through the bone 
had made no improvement in hearing. 

The paper of the evening was by Dr. WILLIAM SOHIER BRYANT 
on the value of the present quantitative tests for the hear- 
ing, with demonstration of a new apparatus (described in 
these ARCHIVES, vol. xxxiii., p. 438, 1904). 

Discussion.—Dr. T. J. Harris: I wish to thank Dr. Bryant for 
bringing this subject before us. I do not agree with his apology 
that nothing new can be said about it, for there is a great deal 
that we do not know, physiologically and otherwise, and it is 
an important question for all who are seeking correct methods 
in ear testing. Dr. Bryant has referred to an important com- 
munication made at the Bordeaux Congress by Professor Politzer. 
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This report is worthy of our careful consideration. After much 
study on the part of those gentlemen who stand at the head of 
the profession abroad, they have come to the conclusions that Dr. 
Bryant has stated. He would further emphasize the point that 
our knowledge of the cause of bone-conduction is very imperfect, 
and we can only imperfectly state what our results are when we 
use the tuning-fork. On account of the doubtful factor of bone- 
conduction, even the most satisfactory results, according to our 
methods, leave us in doubt. 

An interesting point is that in an independent way many of us 
in New York have arrived at about the same method of testing 
reached by Politzer and Gradenigo. I would like to say that in 
one of our hospitals, the Manhattan Eye and Ear Hospital, we 
use all the methods suggested by Dr. Bryant. We have a stand- 
ard watch—as nearly as possible—to be used in the clinics, the 
acoumeter, the whispered voice, and the tuning-fork. We have 
since added the Bezold fork for the lower limit, and we still 
cling to the Galton whistle. 

We are in much doubt yet as to the result of our most com- 
plete examinations, due to the inability to exclude the other ear, 
and I was particularly impressed by this when I read a report of 
an article by Hensen in a recent number of the ARCHIvEs. He 
is a leader in Europe in the physiology of the ear, and he states 
that in an experiment in which he covered the canal with a soft 
clay after filling it with sealing-wax, the human voice could be 
heard several metres distant. If that is the case, our method of 
plugging with the moistened finger is imperfect, and we should 
bear that in mind, and also that the bilateral tests suggested by 
Politzer have a value, while Dr. Bryant’s new instrument is per- 
fecting a method which had been previously brought forward. 
If this method will add anything to our methods for the careful 
examination and registration of the ear, it ought to receive 
general adoption. 

Dr. GUTTMAN remarked upon the advantage of Dr. Bryant’s 
instrument in that it avoided the metallic quality of the tele- 
phone. He thought, however, that the changing value of the 
cylinders was an objection which has yet to be overcome in 
order to make the apparatus of general value. 

In closing the discussion, Dr. Bryant said that the apparatus 
for detecting malingering, with a tube for each ear, either of 
which can be stopped by the hand of the operator without the 
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knowledge of the patient, is a very old device. He had made 
one for himself in 1889. 

The Edison people claim that they can produce any number 
of uniform cylinders. The cylinders will wear out after a time, 
but they can be renewed at small expense. 

The question of keeping out outside noises is an interesting 
one, but you will find that you can hear some noises—the ele- 
vated trains for instance—better through the tubes than without 
them. The main difficulty is to keep the electric connection 
and the current of the same intensity in the electric devices. 





REPORT ON THE PROGRESS IN OTOLOGY DUR- 
ING THE FOURTH QUARTER OF THE 
YEAR 1903. 


By Dr. ARTHUR HARTMANN, BERLIN. 


Translated by Dr. ARNOLD KNAPP. 
(Concluded from p. 545, vol. xxxtit.) 


NERVOUS APPARATUS. 


445. Treitel. A case of uremia with deafness. J/. f. O., 1903, No. 11 

446. Krause. A remarkable case of abdominal typhoid with central deaf- 
ness. Wiener klin. Rundschau, No. 48, 1903. 

447. Anton. A case of bilateral absence of the cerebellum with com- 
pensatory enlargement of other organs, Wiener klin. Wochenschr., No. 49, 


1903. 
448. Hunt and Fraenkel. Tumors of the ponto-medullo-cerebellar space, 
acoustic neuromata (central neuro-fibromatosis). Zed. Rec., New York, Dec 


20, 1903, p. IOOI. 


445. The case is that of a child sick with scarlet fever. Lost 
its sight and hearing during an attack of uremia. After five days 
both senses returned. PIFFL. 

446. Report of a case of typical affection of the internal ear 
in typhoid fever which, as opposed to the views of the author, 
does not present anything remarkable. WANNER. 

447. Anton reports the history and clinical symptoms of a 
case of a child six and one-half years old, where at autopsy an 
almost total absence of the cerebellum was found. Locomotion 
and articulation were acquired very much later than in the case 
of normal children. The succession of the movements was slow. 
The collective number of the movements was very small. The 
preservation of the bodily equilibrium, as well as the preservation 
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of the direction forwards and backwards, was very much re- 
stricted. The author regards these phenomena as defective 
symptoms. The details of the conditions, as well as the com- 
pensatory changes of the rest of the brain, should be read in the 


original, WANNER. 


448. ‘The tumors press on one or more cranial, nerves usually 
first the acoustic, then the trigeminal. Their cause is teratologi- 
cal. Rarely bilateral. Five cases are reported, showing a common 
origin from cranial nerve trunks. Their pathological structure 
is neuro-fibromatosis, pure or in various stages of transformation. 
The localities are almost identical, the angle formed by the junc- 
tion of pons, medulla, and cerebellum. Their symptomatology, 
because of this localization, is analogous in the essential features. 
The certainty of localization, the essentially benign nature of 
the growths, their loose attachment to the meninges and nerve 
trunks, distinguish this group of intracranial tumors as a most 
favorable one for surgical interference. In view of all this, the 
author finds justification for the suggestion to assign a separate 
place to this grouping of intracranial tumors because of the 


syndrome first of the auditory and later of adjacent nerves. 
W. SOHIER BRYANT. 


NOSE AND NASO-PHARYNX. 
@.—GENERAL. 


449. Mink, The nose as an air passage. Bresgens Sammlung zwangl., 
Abh. vii., 5. 

450. Breda, On bouba of the larynx and of thetrachea. Archivo italiano 
di otologia e laryngologia, vol. xv., No. 1. 

451. Ingersoll, J. M. Supernumerary teeth in the nose and maxillary 
sinus, Zhe Laryngoscope, Sept., 1903. 

452. Makuen,G.H. Cicatricial deformities in the respiratory tract due to 
causes other than syphilis and traumatism. Zhe Laryngoscope, Oct., 1903. 

453. Barlow, J. W. Some causes of facial erysipelas from erosion of the 
nasal septum. Boston Med. and Surg. Jour., Dec. 17, 1903. 

454. MacCoy, A. W. A clinical study of the use of antitoxine serum 
(Dunbar's) in hay-fever during the season of 1903. A new and distinct advance 
initsmanagement. WV. Y. Med. Four. and Phil. Med. Four., Nov. 21, 1903. 


449. After a critical survey of the literature, MINK objects to 
the zssumption from his manometric experiments that the nose 
simply serves the purpose of heating, moistening, and cleansing 
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the inspired air. On the basis of Schutter’s experiments, which 
showed that the nose was of importance for every phase of 
respiration and for an intense metabolism, Mink declares the 
inferiority of mouth-breathing and respiration through a too 
patulous nose on account of the defect in the physiological 
resistance of the nasal air passages. In mouth-breathing, the 
respiratory movements are decidedly more superficial and shorter, 
so that the passage of the gases into the lungs is very much inter- 
fered with, Less oxygen is received and less CO, is given off, 
so that metabolism suffers in a similar way. The other objec- 
tions to mouth-breathing are secondary. The nasal air passage 
adds a decided resistance to the sub-glottic respiratory appa- 
ratus by the turbinals of the anterior nasal orifices. The acces- 
sory sinuses play important parts as reservoirs for air and heat. 
An important advantage of nasal respiration depends upon the 
reflex excitability of the nasal mucosa. Particulars must be read 
in the original. BrUHL. 
450. This interesting papertreats of a very peculiar disease 
of the skin—bouba—occurring in Brazil, which attacks the 
mucous membrane of the nose, the pharynx, the larynx, and the 
trachea. In one of the fourteen cases observed, in addition to 
the clinical course the changes in the larynx and in the respira- 
tory passages are described. The pathology and histology are 
given. The paper is very readable. RIMINI. 
451. In a boy, four years old, pain and swelling in the right 
superior maxillary region, slight exophthalmus on the right side, 
and obstructed nasal respiration took place. The two upper 
molars had never erupted. Opening through the right fossa 
canina liberated foul pus. In curetting, two small molar teeth 
were brought out. This was a dentigerous cyst in connection 
with deciduous teeth. In another case, a supernumerary tooth in 
the maxillary antrum was not discovered during life. The pa- 
tient had suffered from persistent facial neuralgia. The teeth 
were all in position. Double pneumonia. Death. In the pos- 
terior wall of the right antrum a molar tooth was seen projecting 
with the crown into the antrum, the roots imbedded in the an- 
trum wall. The patient was forty years old with a history of 
syphilis. A gumma perforation at the base of the septum and 
hard palate. Two years later an elevation appeared on the nasal 


floor, which contained a peg-shaped tooth. Removal. 
M. TOEPLITz: 
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452. A woman, aged twenty-eight years, had, when five years 
old, diphtheria followed by a severe attack of scarlet fever, with 
a unilateral otitis media purulenta which speedily healed, exacer- 
bated after influenza five years ago, with an intermittent discharge 
ever since. There were marks of extensive ulceration in the 
pharynx. The posterior oro-pharyngeal wall shows considerable 
loss of tissue, with web-shaped cicatricial contractions and adhe- 
sions between it and the posterior pillars of the palate. The 
cicatrix extends downward nearly to the entrance of the cesopha- 
gus. Passing a thread through the pillar at its outermost point 
of contact with the pharyngeal wall and leaving it there until the 
borders have healed, the thread will be removed and the adhe- 
sion divided with a bistoury throughout its entire length. Three 
hundred observers have seen 449 cases of cicatricial deformities 
in the respiratory tract that appear not to be due to syphilis or 
traumatism: 16 ¢ from diphtheria, 8 ¢ from scarlatina, 3 % from 
lupus, 1.6 % from tuberculosis, 1.5 % from scarlatina and diph- 


theria combined, and a small percentage from typhoid and 
M. ToeEpLitz. 


measles. 

453. Erosions of the septum, more common than fissures of the 
vestibule or ethmoid diseases, were found in three cases of facial 
erysipelas to have been its starting-point, and their treatment had 


not only accelerated the cure of the infection, but also prevented 
the return of other attacks, which had been quite frequent before. 
M. Toeptitz. 


454. MacCoy has instilled the Dunbar serum into the con- 
junctival sac and nose of fifteen typical cases of periodic hay- 
fever, six of which are fully reported, with prompt and permanent 
relief for the season. M. TOEPLITz. 


6.—METHODS OF EXAMINATION AND TREATMENT. 


455. Sokolowsky. On previous results with paraffin in deformities of the 
nose and in retro-auricular defects. Deutsche med. Wochenschr., No. 42, 
1903. 

456. (1.) Leiser. Dangers of embolism in injections of paraffin. /éid., No. 
43. 1903. (2.) Stein. Dangers of embolism in paraffin injections—reply. 
Lbid., No. 48, 1903. 

457. Eckstein. Injections with vaseline or hard paraffin. /éid., No. 
52, 1903. 

458. Bukofzer. The reaction of nasal and laryngeal mucous membrane to 
adrenalin, Jdid,, No. 41, 1903. 
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459. Kirch, The use of adrenalin in severe hemorrhages. /did., No. 48, 


1903. 
460. Okunew. On internal vibratory massage of the mucous membrane in 


diseases of the nose and of the larynx. Bolnitschnaja gaseta Botkina 1896, 


No. 52. 
461. Rogers, A. E. Treatment of cervical adenitis due to tonsillar in- 


fection. Med. Record, Nov. 28, 1903. 
462. Wallace, H, A portable head-rest. . Y. Aled. Fourn, and Phila, 


Med, Fourn., Oct. 1, 1903. 


455. In six cases of deformity of the nose and in three cases 
of retro-auricular openings, injections with soft paraffin after 
Gersuny were employed, and, as the illustrations show, very 
good results were obtained. In order to prevent the lateral dis- 
placement of the injection mass along the naso-labial folds, a 
compression apparatus was employed after the fashion of an eye- 
glass. Unpleasant accidents, such as have been described by 
others, have not been observed by the author, with the exception of 
an attack of erysipelas. He believes that this immunity is due to 


the fact that he injects fluid vaseline in a semi-coagulated state. 
NOLTENIUS. 


456. To correct a traumatic saddle-shaped nose, STEIN in- 
jected small quantities of fluid soft paraffin six times, and unfor- 
tunately immediately following the last injection appearances of 
collapse and embolism occurred in the left eye which led to per- 
manent blindness. In a criticism of this case, according to Stein, 
LEISER had disregarded the most usual measures of safeguard. 
Leiser replies that he acted exactly according to the original 


instruction of Stein, and declares the accusation incorrect. 
NOLTENIUS. 


457. ECKSTEIN opposes energetically the objections which 
Stein makes toward the use of hard paraffin in injections. The > 
author believes that it is impossible to entirely avoid danger of 
pulmonary embolism, even when, according to the last recom- 
mendation, soft paraffin is injected in a semi-coagulated state. 
With the use of hard paraffin a pulmonary embolism has never 
been observed, though he himself has performed on 154 patients 
more than rooo injections. He never observed necroses of 
the skin and burns of the skin. The technical difficulties 
which Stein brings forth against the use of hard paraffin are 
avoided by using the syringe recommended by the author. Eck- 
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stein believes in the advantage of his method, and considers the 


objections to the use of soft paraffin to be actual ones. | 
NOLTENIUS. 


458. Adrenalin, according to the author, is an excellent means 
to obtain capillary anemia. It would only arrest hemorrhages in 
bleeding from capillaries. If a larger vessel is opened, adrenalin 
does not act at all, unless it is brought directly in contact with 
the venous wall. Its anesthetic action is very small. As hypere- 
mia does not follow the capillary anemia, after hemorrhages are 
not very frequent. It is, however, just as well to pack the cavity 
after nasal operations. Adrenalin is of great service in inflam- 
mation of the nasal sinuses, because when brought in the neigh- 
borhood of the naso-frontal duct it causes the latter to dilate and 
enables the discharge to escape. Some authors use it with ad- 
vantage in nasal asthma. When applied externally it is relatively 
non-poisonous, but subcutaneous and intravenous injections seem 
to be very poisonous, so that caution must be exercised. 

NOLTENIUS. 

459. Ina paper on the hemostatic action of adrenalin a case of 
very severe and persistent hemorrhage from the nose is of inter- 
est. The bleeding did not cease until a piece of gauze saturated 
in adrenalin solution was firmly packed into the bleeding nostril, 
and every two hours twenty drops of 1:1000 adrenalin solution 
were administered internally. The reviewer questions whether 
in this case the adrenalin really acted as the author claims. It is 
well known that even in the severest hemorrhages in the nose the 
bleeding will cease as soon as it is possible to place a sufficiently 
long strip of gauze directly against the bleeding place, so that 
the rhinologist is rarely forced to make use of Bellocq’s cannula. 
Moreover, it has been stated correctly that the adrenalin only acts 
as a hemostatic in capillary bleedings. NOLTENIUS 


460. Ten cases of nasal affections (six chronic submucous 
rhinitis, three ozena, one rhino-scleroma) and six cases of laryn- 
geal affections were treated by the author with massage according 
to Laker, and only negative results obtained. Massage of the 
larynx produced, in addition to pain, expectoration and symp- 
toms of irritation, so that at present this method cannot be 
recommended. SACHER. 


461. To prevent a cervical adenitis, applications of a five- 
per-cent. aqueous solution of iodine to the crypts is preferable 
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to the use of antiseptic gargles alone. In acute ulcerative tonsil- 
litis, the best treatment is the removal of the diseased tonsil tissue 
by cutting well below the floor of the ulcer and then applying a 
strong antiseptic to the cut surface. Injection of a ten-per-cent. 
aqueous solution of iodine into the tonsillar crypts, repeated 
every third day, have produced in chronic cervical lymphadeni- 
tis a marked reduction in the swelling of the glands. RoGeErs 
has resorted to extirpation of the glands from without, but only 
after removal of the tonsil. He relates five cases in which the 
cervical glands disappeared after removal of the tonsil. 
M. ToeEPLITZz. 

462. The head-rest has the form of a horseshoe, branching 
into two other horseshoes, and can be attached to any kitchen 
table. The swivel joints make it adaptable to any size of head, 


which by means of a fixation screw may be set at any angle. 
M. TOEPLITzZ. 


¢.—ACCESSORY SINUSES. 


463. Ziem,. Iritis and nasal disease. Arch. internat. d'otol., etc., 1903, p. 
1173. 

464. Richter. A case of latent caries of the sphenoidal sinus with paralysis 
of the sixth nerve. Treatment from the pharynx. J/. f. O., 1903, No. Io. 

465. Curtis,H.H. The technique of the maxillary-sinus operation. 7he 
Laryngoscope, Oct., 1903. 

466. Thigpen, C. A. A case of empyema of the frontal sinus. Yourn. 
Amer. Med. Assoc., Nov. 14, 1903. 


463. Three cases of iritis which were not improved on the 
administration of atropine, diaphoretics, and laxatives were 


promptly healed on opening the suppurating maxillary cavity. 
OPPIKOFER. 


464. The author was able in this case to palpate the sphenoi- 
dal cavity with the finger introduced in the naso-pharynx, as the 
anterior wall was principally defective. With the aid of a curette 
he was able by the same way to remove granulations and seques- 
tre, whereupon the severe disease healed, though its etiology is 
not quite clear. From the experience of this case and after ex- 
periments on the cadaver, the author believes that the sphenoidal 
sinuses can be most easily attacked from the pharynx, and 
recommends this method. PIFFL. 

465. After an anatomical description of the antral cavity, 
CurTIs formulates the indications for operation according te the 
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different origin of antrum trouble. If a diseased tooth is 
the cause, the cavity is explored through the socket, and radical 
operation through the socket or inner wall follows. In acute 
cases an attempt is made to wash the cavity through the natural 
opening; otherwise exploratory punctures are made through the 
nasal wall or the canine fossa, and the opening kept open with 
obturators. In chronic cases radical operations are strongly ad- 
vised: (1) through the anterior wall, (2) through the anterior 
wall with nasal fenestration, (3) radical operation through the 
inferior meatus; for the last no anesthetic is necessary. The 
anterior third of the inferior turbinate is removed with trephine, 
cutting-forceps, or snare. The trephine perforates the inner 
wall of the antrum, one centimetre beyond the anterior point of 
attachment of inferior turbinate, at a point }-inch above the 


nasal floor. The opening is enlarged with the burr. 
M. TOEPLitz. 


466. THIGPEN’s patient, a male, aged thirty-eight, suffered 
from headache and vertigo. Thirteen years ago he had an attack 
of influenza. The left frontal region was more prominent than 
the right, the left eye was pushed down and out, and there was 
diplopia. The left nostril contained large polypi bathed in pus, 
filling the cavity, which were removed, with breaking up at the 
same time of the anterior ethmoidal cells. The frontal sinus was 
opened by a median vertical incision, joined by one at 
right angles just above the brow. Pulsating pus escaped from 
the cavity. The posterior wall was formed by the dura and 
brain. Firm adhesions had grown between dura and bone. The 
dura was covered with granulations which were removed. Drain- 
age was established through the nose. The subsequent course 


was uneventful. Recovery with obliteration of the cavity took 


place. M. ToeEpuitz. 


a@.—SEPTUM. 


467. Winkler. On the correction of crooked noses. ..f. O., 1903, 


No. 8. 
468. Freer,O.T. The window-resection operation. Jour. Am. Med. 


A ssoc., Dec. 5, 1903. 
469. Cohn, Felix. The submucuous resection of the nasal septum. 


Med, Rec., Dec, 26, 1903. 


467. After tamponing the nose posteriorly, the fold between 
the mucous membrane of the lips and of the upper jaw is divided 
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between the spine of the septum and the canine teeth, the mu- 
cous membrane is retracted upward and downward, and the 
nasal floor is exposed. The cover of the septum is then de- 
tached as far as necessary, and finally the obstructing cartilage 
is removed. The curvature of the dorsum of the nose is cor- 
rected by a number of blows with the hammer, and the nose 
is then tamponed on each side. The cases of badly healed 
fractures of the nose which have been operated upon in this 
way have healed well, cosmetically and functionally. 
PIFFL. 


468. FREER has operated 51 patients with deviation of the 
nasal septum by the window-resection operation. Of these, 31 were 
young adults, 10 of middle age, and 1o of from twelve to seventeen 
years old; 43 men and 8 women. In 25 cases the deviation was 
in the left, in 23 in the right, and in 3 in both nostrils, the deflec- 
tion being sigmoid antero-posteriorly. Seven deviations followed 
the entire septum from the tip of the cartilage almost to the pos- 
terior border of the vomer. Nineteen deflections were purely 
cartilaginous, 28 required the removal of both bone and cartilage, 
and 4 were entirely or mainly bony. Twenty-three were of nor- 
mal thickness, while 4 were as thin as a visiting card. Twelve 
had a thick, bony base, which projected upward and usually 
strongly outward toward the lower turbinal. In 13 cases the 
cartilage was thick; on 3 deviations only were there exostoses 
and ecchondroses. In 2 the cartilage was absent over a small 
area, the mucous covering being in contact. Thirty-seven de- 
flections were angular, 6 were bowed, 5 atypical, and 3 sigmoid. 
Thirteen presented a dislocation of the anterior inferior angle of 
the quadrilateral cartilage, so that the anterior end of the 
cartilage lay across both nostrils. Six deviations seemed to 
be large exostoses, but proved to be hollow, bony deflections. 
Thirty-six began in or near the front of the nares, while 15 began 
near the bone. Fourteen large bony deviations reached nearly to 
the choane. In 5 cases the cartilage was removed extensively from 
the anterior inferior angle of the quadrilateral cartilage to the 
bony septum. The operation caused g perforations of the sep- 
tum, 7 of about the size of a pea, and 2 as large as a ten-cent- 
piece, all more than an inch back. Six perforations occurred in 
the first fifteen operations, 3 in the last 36 cases. Secondary 
hemorrhage took place in 2 cases, in 1 two hours after operation, 
in another in a week. The advantage of the operation lies in 
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seeing how far back, down, or upward, and how thick the devia- 
tion; in the possibility of clearing the nostril, at one sitting, of 
obstructing bone as well as of cartilage; and in creating the 
utmost possible space at the point of greatest narrowing. The 
operation is performed under cocaine, and the patient in a sitting 
posture. A vertical incision, joined by a horizontal, forms an 
inverted T, which is made with knives having small blades with 
half-round edges. For the separation of the mucous membrane, 
two small, flat knives, with rounded, paddle-shaped, thin, sharp 
blades, are used; one is bent onthe flat. The cartilage is then 
slit vertically in front of the beginning of the deflection with a 
round-edged knife. The cartilage is then detached with a 
dental spatula, or, if too adherent, dissected with the round, flat 
knives. The skeletonized deflection is now cut through the 
entire length along the base, with Ingal’s pointed cartilage knife. 
The cartilage, firmly held by the rat-toothed forceps, is cut 
through the hindmost part with a sharp-pointed, angular knife 
from above downward, and by another above from behind for- 
ward. Remaining portions above and at the base may be cut 
away with strong punch-forceps. The flaps are then replaced. 

M. TOEPLitz. 








469. CoHN recommends the submucous resection of the 
septum for those cases in which the simpler methods, as the 
saw, drill, or “Asch,” are not good. It is suitable for displace- 
ments of the whole or greater part of the septum from the median 
line in the course of either the sagittal or horizontal axis, or in 
both planes, either C- or S-shaped or combined. The operation 
is done under cocaine and adrenalin. The cartilage is removed 
piecemeal. The operation lasts from twenty minutes to two and 
a half hours. Perforations remaining after the operation are 
rather frequent, in about 20 per cent. of Cohn’s cases. A follicu- 
lar tonsillitis not unfrequently follows. The after-treatment is 
very brief. M. TOEPLITz. 


é€.—OTHER DISEASES, 





470. Neudérfer. On operative diminution of the nose. Wiener klin. 
Wochenschr., No. 43, 1903. 

471. Casassa. Experimental investigation of X-ray treatment of ozzna. 
Archivo italiano di otologia, etc., vol. xvi., No. 4. 

472. Richter. Vicarious nasal hemorrhage. Hystero-epileptic attacks. 
M. f. O., 1903, No. 11. 
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470. A transverse incision through the movable septum is 
made very near to its attachment to the tip of the nose. Then 
the cartilaginous septum is divided in the directions so that the 
section terminates underneath the skin of the dorsum in the 
neighborhood of the tip of the nose. Then with a specially con- 
structed periosteal elevator the skin of the dorsum of the nose is 
elevated at the right. The excessive cartilage and bone are re- 
moved with the chisel. If the dorsum of the nose is too broad, 
the lateral walls are made smaller with a cutting forceps. The 
anzesthesia consists in the injection of seem of Schleich’s solution 
and three drops of adrenalin. WANNER. 

471. From his clinic and bacteriologic investigations, the 
author concludes that radio-therapy has a decidedly bactericidal 
action in ozone, and that it presumably exerts a certain influence 
upon the glandular system. RIMINI. 

472. Two cases are reported which are most interesting and 
which throw some light upon disputed questions. In one patient, 
a woman, there was severe epistaxis with pain in the abdomen 
and hystero-epileptic convulsions. These symptoms disappeared 
upon replacing the (retroflected) uterus and the cessation of pre- 
vious profuse menstruation. Subsequently, however, after ab- 
sence of the menses, repeated nasal hemorrhages and convulsions 
occurred, which ceased upon correcting the position of the uterus 
and upon the onset of menstruation. The second case was an 
unmarried woman of thirty-six, externally well developed. In- 
stead of menstrual periods in her eighteenth year at regular 
intervals, there were nasal hemorrhages with severe pain in the 
abdomen, back, and attacks of migraine. Gynecological exam- 
ination revealed an absence of the vagina, and uterus and left 
ovary were rudimentary. The author finally recommends the 
artificial creation of nasal hemorrhage from the anterior part of 
the septum, as an easy means of depleting for therapeutic and 
diagnostic purposes. PIFFL. © 


J.—THE NASO-PHARYNX. 


473. Depangher. A suitable instrument to remove adenoids. Wiener 


hlin. Rundschau, No. 47, 1903. 

474. Fischer. A case of naso-pharyngeal polypus. Za presse oto-laryn- 
gologigue Belge, 1903, No. 12. 

475. King. A method of rapid extirpation of naso-pharyngeal fibromata 
with report of cases. MV. Y. Med. Four., and Phil. Med. Four., Dec. 19, 


1903. 
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473. A forceps-like needle-holder which is bent at an angle 
and somewhat broader. The action is similar to the instrument 
of Schutze. The forceps is apparently not any better than the 
instruments at present in use, and the advantages which the 
author proclaims are surely not correct. WANNER. 


474. A fibroma as large as a hen’s egg was removed from the 
naso-pharynx with Gottstein’s curette. This simple procedure 
is recommended for the many cases in which it is possible to in- 
troduce the ring of the instrument between the soft palate and 
the tumor, and in which there are no adhesions of the processes 
of the polypus. BRANDT. 


475. Three cases of naso-pharyngeal fibromata which sent 
processes into the nose and accessory cavities, and occurred in 
adolescence, were operated by KING. 

In the frst, a mulatto, aged twenty years, the tumor was 
attacked with long scissors introduced into the nose under 
cocaine and removed en masse. The point of origin was the 
vault of the pharynx and the upper margin of the right posterior 
choana. No recurrence took place. 

In the second, a boy of fourteen years had a fibrous growth in 
the naso-pharynx with prolongation into the right nasal fossa. 
After preliminary tracheotomy, the tumor was cut through with 
scissors plied through the right nostril, while the patient was in 
the Rose position, and the middle and index fingers were placed 
through the mouth behind it. The naso-pharynx was packed, 
the tracheal tube removed, and the wound closed with sutures. 
No recurrence. Microscopically a fibro-sarcoma, clinically a 
fibroma, was diagnosticated. 

The third case, a boy, fifteen years old, had an exceedingly 
ugly vascular fibroma attached to the pharyngeal wall with a pro- 
longation into the right fossa and a rounded movable fibrous 
tumor in the right cheek, of the size of a walnut. A part of the 
tumor was removed under cocaine and revealed a teliangiectatic 
fibroma. After ligation of the right external carotid and pass- 
ing ligatures under both common carotids, tracheotomy was 
made, the tumor removed in Rose’s position under an over- 
whelming hemorrhage, controlled by packs, followed by saline 
infusion. The tracheotomy wound was closed and the compres- 
sion of the common carotids removed. The vomer was found 
to be completely crowded to the left side. The tumor in the 
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cheek was not removed. Recurrence took place involving the 


antrum and perhaps the pterygo-maxillary region. 
M. ToeEptitz. 


SOFT PALATE, PHARYNGEAL AND BUCCAL CAVITIES. 


476. Busch. On the treatment of post-diphtheritic paralysis. Wiener 


med, Presse, No. 50, 1903. 

477. Foderl. On plastic operations on the palate with use of the nasal 
septum. Wiener klin. Wochenschr., No. 44, 1903. 

478. Péraire and De Mars. Fibro-myxoma of the pharynx. Arch, 
internat, d’otol., etc., 1903, p. 1255. 

479. Reitmann. Onthe occurrence of cartilage and bone in the palatal 


tonsils, JZ. f. O., 1903, No. 8. 
480. Quix. Anew method of testing the sense of sight. La presse oto- 


laryngologique Belge, 1903, No. It. 

481. Russakow. A case of macroglossia. Dyetskaja Medizina, 1903, 
No. 3. 

482. Robertson, C. B. Removal of the faucial tonsil. ourn. Amer. 
Med. Assoc., Nov. 28, 1903. 

483. Wood, G. B. The complications of hypertrophy of the pharyngeal 
tonsil. Amer. Med., Oct. 3, 1903. 

484. Steers, W. H. An operation for removing the tonsil. Med. Rec., 


Oct. 3, 1903. 

485. Ward, N. G. Syphilitic pharyngeal abscess with necrosis of a 
cervical vertebra. Med. Rec., Oct. 3, 1903. 

486. Mosher, H. P. The tonsil at birth. Zhe Laryngoscope, Nov., 1903. 

487. McKinney, R. Delayed secondary hemorrhage following amygdal- 
otomy. Report of two cases. MV. Y. Med. Four. and Phil. Med. Four., 


Dec. 26, 1903. 
488. Swain, H. L. The arch of the palate. Zhe Laryngoscope, Oct., 


1903. 
489. Koplik, H. Tuberculosis of the tonsils, and the tonsil as a portal of 


tubercular infection. Fourn. Am. Med. Science, Nov., 1903. 


476. Inacase of post-diphtheritic paralysis with anesthesia 
of the soft palate, after all other methods of treatment were with- 
out avail, complete recovery took place in fourteen days after the 
use of heretin—five drops in milk, six times daily. 

WANNER. 

477. After resection of the superior maxillary, a flap was built 
out of the septum corresponding in size to the defect in the pal- 
ate, and, with the finger introduced in the opposite nostril, is 
pressed down and then sutured to the soft palate and the mucous 
membrane of the cheeks. Two cases are described in which the 
maxillary cavity was resected on account of carcinoma, and the 
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buccal cavity was closed off by this same flap. In order to les- 
sen the danger of necrosis, it is advised that this flap be formed 


in two sittings under the use of a cocaine and adrenalin mixture. 
WANNER. 


478. Fibro-myxoma originating in the posterior pharyngeal 
wall and occluding the right choana. Removal with the knife. 


Recovery. OPPIKOFER. 


479. Three human embryos and fifty palatal tonsils, belong- 
ing to thirty-seven individuals of various ages were examined in 
serial sections, and it was found that in thirty-four per cent. car- 
tilage or its derivatives were present. The cartilage was gen- 
erally hyalin. Fragments were situated free without any attach- 
ment with bony structure in connective tissues. The condition 
in one embryo suggested that it is probably a derivative of the 
second branchial arch. PIFFL. 


480. The substances sugar, salt, quinine, and acetic acid are 
made up in } & gelatine solutions. Drops of this fluid diffuse 
very slowly on the moist surface of the tongue, while the sensa- 
tion of taste is more rapidly perceived than the fluidification. 
By the aid of this method the topography of the sense of taste 
can be more exactly studied, and the author was able to determine 
that in the neighborhood of the pharyngeal extremity of the tube 


sweet and bitter were perceived but acid and salt were not. 
BRANDT. 


481. A boy of five years suffered a small injury to his tongue 
by a fall. After three or four days the temperature rose, the 
tongue became very much swollen, and the submaxillary glands 
were involved. In the course of the next month the swelling 
diminished somewhat but then remained stationary for six 
months. The tongue was enlarged in all dimensions, 4¢m long, 
5cm broad, and 2cm thick. All surfaces were uneven, granular, 
especially in the median line. After resection of a wedge-shaped 
piece the tongue became somewhat smaller, and in about another 
month reached its former size. The microscopic examination of 
the excised piece showed a lymphangioma of the tongue. The 
author believes that the lymphangioma was congenital and first 
became noticed after the injury. SACHER. 

482. ROBERTSON uses a pair of scissors of his own device 
which can be thrown apart with the least possible motion of the 
well curved handles, the blades being bent on their long axis. 
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He separates the pillar with a double-edged, dull-pointed _bis- 
toury, curved on the flat. M. TOEPLITZz. 


483. Among 361 patients, 149 suffered from adenoid hyper- 
trophy, which are tabulated : 87 were boys and 62 girls. Nasal 
discharge or recurrent attacks of coryza were present in 78 cases, 
ear trouble 63 times, otorrhcea 24 times, earache 53 times, deaf- 
ness 12 times. This does not represent the correct proportion 
of ear complications, since most cases go to ear clinics. Nasal 
obstructions were seen in 117 cases, headache in 28, cough in 48 
cases. M. ToeEptitz. 


484. STEERS removes hypertrophied tonsils, which are envel- 
oped in the faucial pillars or held by adhesive bands, under anes- 
thesia by means of knife and hook. He tries first with the finger 
to detect pulsating vessels, then draws the under tonsil with a 
volsellum forceps toward the opposite side. The knife, shaped 
like a strabismus hook, is passed between the tonsil and anterior 
pillar beneath the basement membrane, avoiding the tonsil mass. 
The mass is shelled out with the finger and its attachment to the 
posterior pillar is separated by the blunt-pointed tonsil bistoury. 
Bleeding vessels are seized with forceps. M. TOEPLITZ. 


485. A woman, aged forty-nine, had three weeks after her 
last confinement, twelve years ago, the first signs of syphilis on 
the genitals. Six years later a syphilid appeared on neck, chest, 
and entire body. Then followed ulcerations on both legs, left 
malar bone, and a severe iritis. Five years ago all lesions had 
healed, except three ulcers of the right shoulder and one on the 
posterior wall of the pharynx. This was about ? inch in diame- 
ter, surrounded by soft pulpy granulations and covered with 
yellow, foul-smelling pus. At the bottom was a sinus from 
which pus constantly exuded. A probe was passed down to the 
cervical vertebra, but no necrosis was detected. The patient 
could not lie down for six months. Sleep was lost owing to the 
pain, gnawing in character, which was worse at night, preceding 
and during stormy weather, and most marked on the left side. 
She had to steady her head when getting up or sitting down. 
After two months a small piece of bone was seen protruding in 
the sinus; it was gradually loosened, and after five weeks re- 
moved with forceps. It measured } by 1 inch and was full of 
holes like worm-eaten wood. The sinus did not heal. After 
three months another piece of bone protruded and was extracted 
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a month later. It was $4 inch square and full of holes. The 
ulcer now healed firmly. A depression remained, but no other 
lesions appeared in four years. For treatment wine of iodine 
was given and well borne, since the stomach had rebelled against 
iodides and mercury. M. TOEPLITZ. 
486. Mosuer draws the following conclusions: At birth both 
the tonsillar fossa and the form of the tonsil are very variable. 
Irregularity in the closure of the tonsillar cleft accounts for the 
greater number of the variations—especially does it explain the 
occurrence of double or triple tonsillar openings. These multiple 
openings explain the lobulations of the tonsil into two or even 
three lobes. The tonsillar opening is found to be double in 
one-fourth of the cases. The typical tonsil has a vertical axis 
with an anterior fossa starting from the root of the axis and 
a posterior fossa which starts back of the axis from the opening 
of a follicle. In about half of the cases the posterior fossa 
is absent. The extent of the two fossz explain the size and the 
attachment of the plica triangularis in the adult tonsil. At birth 
the tonsillar opening and the tonsil are practically horizontal, 
being more a part of the palate owing to the growth of the face 
downward, forward, and inward. As a result of this the plica is 
carried from a horizontal to a vertical position. The supra- 
tonsillar fossa undergoes a like change of position. 
M. TOEPLITZ. 
487. McKINNEy reports two cases of severe secondary hemor- 
rhage, occurring in two boys of ten and seven years respectively, 
three and a half days after tonsillotomy. Both hemorrhages 
ceased spontaneously. M. ToEPLITz. 
488. Other causes than nasal disuse and traumatism con- 
tribute to the excessive arching of the palate and lack of room 
for the full-grown septum. The shape of the skull determines 
the kind of arch possessed by any individual. Among 102 origi- 
nal Hawaiian skulls, 24 selected as normal had an index of 
45.7. The measurements of Flathead Indians, who have for 
generations deformed the heads of their children by a binding 
process during the first year of their lives, showed a height- 
breadth index of 73.2; the average for European races was 52.6 
and 63.5. The septum is straight in the photographs, The adult 
flat-head skulls show more deformity than the child skulls. 
SWAIN concludes: (a) that deforming processes which artificially 
alter the shape of the skull may produce a change in form and 
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shape of the hard palate; (4) that the septum seems to conform 
itself to the altered development of the rest of the face; (c) 
that from arrested development of the superior maxilla the palate 
fails to descend to its proper level; (¢@) that abnormalities of the 
palate are principally caused by the lack of proper aération 
of the maxillary sinuses retarding the development of the supe- 
rior maxilla; (¢) that the conservation of the deciduous teeth 
helps to produce a normal horizontal curve in the hard palate. 
M. TOEPLITz. 


489. After a brief review of the literature, KopLik reports 
a case of apparently primary disease of the tonsil, in which the 
development dated from an exposure to infection. In a male 
child, aged fifteen months, both tonsils were involved; one tonsil 
showed a distinct tubercular ulceration, and scrapings therefrom 
revealed a large number of tubercle bacilli. The granulations 
showed tubercles with giant-cell formation. The examination 
of the extirpated left tonsil showed the same tissue and bacilli, 
and also the lymph nodes. The grandfather, suffering from 
pulmonary tuberculosis, was a good deal with the child. The 
tonsils and adenoids were removed, but the old ulcers and 
pseudo-membranous coating reappeared on the left tonsil four 
weeks after the operation. The child died, three weeks after 
extirpation of the cervical lymph nodes, with signs of tuberculosis 
of the right lung and also of the larynx. 

In the second case, a female, aged twelve years, there was a 
packet of tubercular lymph nodes on the left side of the neck 
without any accompanying lesion. The enlargement of the 
lymph nodes dates from an infection of the tonsil. The ad- 
vanced nodes were cheesy, high up behind the tonsil, adherent to 
the internal jugular, and broken down, containing numerous 
tubercle bacilli. 

A third case, a male child, aged eight years, was an evident one 
of infection through the tonsil of the cervical lymph nodes, re- 
sulting ultimately in a general acute miliary tuberculosis. When 
first seen, it had all the symptoms of tubercular meningitis. The 
lymph nodes of the left side of the neck at the angle of the jaw 
were enlarged. After death the tonsil was extirpated and found 
to be the seat of tubercular changes and bacilli, as also the en- 
larged nodes, which were the oldest seat of tubercular infection 
in the body. The lungs showed acute miliary tuberculosis. 
The glands were not affected. M. ToEPLitz. 
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